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How To Navigate
Menu Modifications in the CACFP

Purpose
This training was created by the Arizona Department of Education to provide guidance on

how CACFP facilities are to process menu modification requests.

Training Objectives

Increase understanding of when a modification does and does not meet the meal pattern.
Clarify the difference between a required accommodation and an optional accommodation.
Simplify the process of documenting menu modifications onto one brand new form.

Specify when you can continue claiming.

Intended Audience
This training is intended for any individual who assists in the operation of the Child and
Adult Care Food Program in Arizona and takes the lead in menu modification requests at

their site.




Menu Modifications in the CACFP

Hello! I am a CACFP specialist at the Arizona
Department of Education. I'm here to guide
you through this online training to help you

understand menu modifications in the CACFP.
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requests requires knowledge of the CACFP meal pattern, civil rights

compliance and what documentation is needed for each request.




Menu Modification Requests

participants may ask for
modifications from the type of food or
beverages you provide, or even the

time and place that you provide it.




Menu Modification Requests

Menu modification requests
What is being requested? contain many layers. All of these
questions will be addressed by

the end of the training.
Why is it being requested?

Am I required to provide the modification?

Did I provide a reasonable accommodation, when required?

Can I claim these meals and snacks?




Menu Modification Requests

A has been created to make it easier for
you to document modification requests.
This form requires that you have some knowledge
of what meets the meal pattern and when it is
required to make a reasonable accommodation. We

will review this information in today’s training.




Participant Menu Modification Form

The

is available on ADE’s CACFP webpage.

child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably sccommodate a participant’s need.
dical personal p. e and an acc may be

Menu medifications are optional for any participant who has a
made at the customer service discretion of the facility.

Child and Adult Care Food Program
Participant Menu Modification

Section 3. Negotiation of

Note: Required Reasonable Accommadations are not necessarily the accommodation requested e.g. a preferred brand)

MNegotiation: Facility-Provided Reasonable Accommodation (Menu Modification)

The facility will pr

de: Indicate Specific
= Brand if applicabie:

Section 1. D ion — To Be (x leted by Parent/Guardian

Date of Birth

jpant’s First & Last Name

I:| Parent/Guardian accepts accommodation

The fucility is purchasing the reasonabie menu
modification that is being provided.

|:| Parent/Guardian does not accept accommodation

The g n is ing an acc beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and wil bring this izem from home.

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Notes

or less is provided from home, meals and snacks can continue to be claimed for

The facility ack

reimbursement. Meals and snacks with two or more components provided frem home cannot be claimed for reimbursement.

that if one o

Facility Representative Name

Signature

Explain how exposure to the food(s) affects the participant-

Parent/Guardian Name

Signature

Parent/Guardian Name | Date |

A, Timeline — Medical Authority

Parent/Guardian Signature

Section 2. Assessment — To Be G leted by the CACFP Facility

This section should be used by a facility when a required accommodation is being made that does not meet the

meal pattern and

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Arizona Department of Education - Child and Adult Care Food Program
Medical Authority Documentation | Participant Menu Modification

|:| Initial Requl

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for
requested menu modifications that do not meet the CACFP Meal Pattern

[ 1-Monthr

Required Accommodation or Optional Ac dati quired Ac i or Optional Ace:

Non-Medical

[] meported Food allergy

[] reported Food intolerance

Personal Preference

No madical reazon for the raquest.
Accommodating this preference requast
is a fcility s customer servica decision

[] reported Food aergy

[] reported raod intolerance

l:‘ Non-Medical
Personal Preference

Participant Maols and Snacks may not
be aligible for reimbursement if @ focility
chaasas to sccommodata this request

Patient First & Last Name | Date of Birth |

3-Month R

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
modifications such as special equipment,
texture, thickness, etc

Food(s) to be avoided Allowable Modification(s)

Reported Major Bodily
Function Affected

ity will provids modification

e

[ Faciiity wiit not provide medification

feported Major Bodily
Function Affected

will pravide medification

[ Faci

[ Facitity wili not previde modification

Medical Au
meal patter|

O
[] &-montnrd
O

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name

| Date

Explain how exposure to the food(s) affects the patient:

Facility Representa

Updated: January 2020

This institution is an equal opportunity provider.

The following recognized medical authorities can sign this document:
n, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

Dentist, Homeopathic Physici

Medical Authority Name | Date |

Medical Authority Signature

This institution is an equal opportunity provider.




Participant Menu Modification Form

The is available on ADE’s CACFP webpage.

Click Here
to open the form

and follow along!



https://cms.azed.gov/home/GetDocumentFile?id=5c8052031dcb250f8cc618fb

Participant Menu Modification Form

[ am a Director at a CACFP Center. |
currently have nine participants requesting
something different than what is listed on

the menu. They all have
for the modification. Can this form be used

in all of these situations?




Participant Menu Modification Form

Yes, this form can be used in
every situation and for every
age participant; infants,
children, and adults in your

care. Let me show you!




Menu Modification Form
Page 1 Section 1




Participant Menu Modification Form
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Participant Menu Modification Form

Child and Adult Care Food Program
Participant Menu Modification

Section 3. Negotiation of

child and Adult Care Food Program
Participant Menu Modification

MNegotiation: Facility-Provided Reasonable Accommodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

Indicate Specific

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
= Brand if applicabie:

regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably sccommodate a participant’s need.
dical personal p. e and an acc may be

The facility will pr

|:| Parent/Guardian does not accept accommodation

The g n is beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and wil bring this izem from home.

Menu medifications are optional for any participant who has a

made at the customer service discretion of the facility. I:| Parent/Guardian accepts accommodation

I : ) an acc
The facility is purchasing the reasonable menu

ion — To Be (x leted by Parent/Guardian
modification that is being provided.

Section 1. D

Date of Birth

jpant’s First & Last Name

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or

maodifications such as special equipment,
texture, thickness, etc.

Notes

Food(s) to be avoided Allowable Modification(s)

or less is provided from home, meals and snacks can continue to be claimed for

The facility ack that if one o
reimbursement. Mezls and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Signature

Explain how exposure to the food(s) affects the participant-
Parent/Guardian Name

A, Timeline — Medical Authority

Parent/Guardian Name | Date |

This section should be used by a facility when a required accommodation is being made that does not meet the

Parent/Guardian Signature

meal pattern and
Arizona Department of Education - Child and Adult Care Food Program
Medical Authority Documentation | Participant Menu Modification

Section 2. Assessment — To Be G leted by the CACFP Facility

Discuss the modification reguest with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is reguired. |:| Initial Requ
A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for

requested menu modifications that do not meet the CACFP Meal Pattern

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

[ 1-Monthr

Patient First & Last Name | Date of Birth |

Optional Ac dati quired Ac i or  Optional Aco

Required Accommedation  or

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:
Additional instructions, requirements, or

3-Month R

Non-Medical

[] meported Food allergy

[] reported Food intolerance

Personal Preference

No madical reazon for the raquest.
Accommodating this preference requast
is a fcility s customer servica decision

[] reported Food aergy

l:‘ Non-Medical
Personal Preference

[] reported raod intolerance

Participant Maols and Snacks may not
be aligible for reimbursement if @ focility
chaasas to sccommodata this request

Food(s) to be avoided

modifications such as special equipment,
texture, thickness, etc

Allowable Modification(s)

Reported Major Bodily
Function Affected

ity will provids modification

e

[ Faciiity wiit not provide medification

feported Major Bodily
Function Affected

will pravide medification

[ Faci

[ Facitity wili not previde modification

Medical Au
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O
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Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name

| Date

Explain how exposure to the food(s) affects the patient:

Facility Representa

Updated: January 2020

This institution is an equal opportunity provider.

The following recognized medical authorities can sign this document:

Dentist, Homeopathic Physici

n, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

Medical Authority Name

| Date |

Medical Authority Signature

This institution is an equal opportunity provider.




Participant Menu Modification Form

The individual making the request will report the
participant’s name and date of birth, food(s) to be
avoided, the allowable modification(s), and how
exposure to the food(s) affects the participant.

Section 1. Documentation — To Be Completed by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) modifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the participant:

Parent/Guardian Name Date

Parent/Guardian Signature




Facility Representatives should review
this section to make sure:

‘ All requests are specific
‘ All parts of this section are completed

Section 1. Documentation — To Be Completed by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) modifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the participant:

Parent/Guardian Name Date

Parent/Guardian Signature




For example, if “Dairy” is listed, please ask the requestor to

specify what specific foods should be avoi

Section 1. Documentation — To Be Completed by Parent/Guardian

ded.

Participant’s First & Last Name Donovan Samson Date of Birth

03/07/2018

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additiona

| instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) modifications such as special equipment,

texture, thickness, etc.

Dairy Soy Milk

N/A

Explain how exposure to the food(s) affects the participant:

Upset stomach

Parent/Guardian Name Marlah Samson Date

01/20/2020

Parent/Guardian Signature W SW




For example, if “Dairy” is listed, please ask the requestor to

specify what specific foods should be avoided.

Section 1. Documentation — To Be Completed by Parent/Guardian

Participant’s First & Last Name | Donovan Samson Date of Birth 03/07/2018

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Food(s) to be avoided

Additional instructions, requirements, or

Allowable Modification(s) modifications such as special equipment,

texture, thickness, etc.
Cow’s Milk Soy Milk N/A
Explain how exposure to the food(s) affects the participant:
Upset stomach Cheese, yogurt, and other dairy
products are okay to give.
Parent/Guardian Name Marlah Samson Date 01/20/2020
Parent/Guardian Signature W SW

This example is better! When the requestor wrote dairy, they

actually meant cow’s milk. Because they specified Cow’s Milk

should be avoided and they indicated that cheese, yogurt, and
other dairy products are okay, you now know exactly when you
should provide a modification. This participant can’t have milk

but can have the cheese quesadilla.




You may receive requests that look like this.
Pineapple is avoided and the allowable
modification is any other fruit! In these situations,
you are easily able to meet the meal pattern
because you can provide any other creditable food

within that component.

Section 1. Documentation — To Be Completed by Parent/Guardian

Participant’s First & Last Name XaV|er Sa nCh ez Date of Birth 10/17/2016

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) modifications such as special equipment,
texture, thickness, etc.
Pineapple Any Other Fruit N/A

Explain how exposure to the food(s) affects the participant:

Allergy, rash and itchy mouth

Parent/Guardian Name Jonathan SanCheZ Date 01/17/2020

Parent/Guardian Signature ﬂam sm@




Summary: Section 1

Section 1 is where the
requestor indicates what is
being avoided, what can be
offered instead, and how
exposure affects the
participant.

This information is very
important because it lets you
know what items from your
menu should be avoided to
ensure the health and safety
of the participant.

child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu m must r by = date a participant's need.
Menu medifications are optional for any participant who has a dical personal p e and an acc ion may be
made at the customer service discretion of the facility.

Section 1. ion — To Be by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food({s) to be omitted from the diet and the food(s) that should be provided instead:

‘Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) modifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the paal

Parent/Guardian Name

Parent/Guardian Signature

Section 2. —ToB

Discuss the modification reguest with the parent/guardian. 4

D Modification meets the CACFP Meal Pattern

Required Accommodation  or  Optional Accommod

Non-Medical

Reported Food Alle
[ mepo e L personst preterence

No medical reasan for the reg

Reported Food =P 14
[ epa & a faciity's customer servica &
.

D Reported Major Bodily [ Focility witl provide
Function Affectad

[ Faciiity witl not provids mod

Documentation Required: Sections 1 & 2

Facility Representative Name

Updated: January 2020 This institution is




Menu Modification Form
Page 1 Section 2




Participant Menu Modification Form

is completed and signed
by a facility representative. This
section helps you decide which
situation you are navigating and
assists you in how to navigate it.

All modification requests can be

categorized into one of these situations:

Meets the meal pattern, preference

Meets the meal pattern, disability

Doesn’t meet the meal pattern, preference
Doesn’t meet the meal pattern, disability

o e

child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu modifications must reasenably accommodate a participant’s need.
Menu madifications are optional for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility

Section 1. Documentation —To Be C leted by Parent/Guardian

Participant’s First & Last Name

Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additienal instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the participant

Parent/Guardian Name ‘ Date |

Parent/Guardian Signature

Section 2. A —To Be leted by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meazl Pattern

Required Accommedation o Optienal Acci i quired Acc i or  Optional Accommadati

Non-Medical D Reportad Food Allergy D Non-Medical

[] meported Food allergy
Personal Preference Personal Preference

ant Mools and Snacks may not

zason for tha requast.

be siigible for reimbursement if @ facility
choasas to accommadsts this request.

] meported rood intolerance

[ reported Food intolerance

will provide modification

will provide modification Reported Major Badily
Function Affected

Reported Major Eodily

Function Affectad will not provide modification

will nat provide modification

T T RS TS Documentation Required: Sections 1 & 2
q * and request Medical Authority Documentation

Facility Representative Name ‘ Date |

Updated: January 2020 This institution is an equal opportunity provider.




\:b Completing Section 2
S requires knowledge of two areas:

E 1. When modifications do and do
not meet the meal pattern.
2.  When modifications are a

medical need vs. a non-medical

——
—
—
~
.::, personal preference.
~
/;:/ Let’s start with the

// meal rn.
/ '/ eal patte \\
1w




CACFP Meal Pattern

Components

The CACFP Meal Pattern requires certain
components be served at each meal or snack.

Creditable Food/Beverage

Each component requires a creditable, or
allowable, food or beverage to be served.

Minimum Portion

When you serve a food that credits toward
the required component, make sure to serve
at least the minimum portion!

The meal pattern is not being met if a required
component, creditable food/beverage, or
minimum portion is not being offered.




Participant Menu Modification Form

But, what if you are asked to

provide a food or beverage

that does not meet the meal pattern
because what is being requested is not

nutritionally equivalent or not creditable?

Let’s take a look.




Modifications that meet the

Modifications that < o ¢

£ RCempGnent CACFP Meal Pattern meet the CACFP Meal Pattern
Lactose-Reduced Cow Milk
(Nonfat/1% or Whole as Required) Almond Milk, Cashew Milk,
Coconut Milk, Rice Milk, Hemp
Milk Component Nutritionally-Equivalent Soy Milks Milk, Oat Milk, Pea Milk,

(Reference Soy Milk Guide)
Goat Milk

Breastmilk*
*Note: Documentation not required

Macadamia Milk, Blends of any of
the above, Water, Juice, any other
beverage.

Grain Component

Creditable Grain

Gluten-Free Creditable Grain

Grain-Based Dessert

Non-Creditable Grain

Meat & Meat
Alternate Component

Creditable Meat
or Meat Alternate

Non-Creditable Meat
or Meat Alternate

Fruit Component

Creditable Fruit

Non-Creditable Fruit

Vegetable Component

Creditable Vegetable

Non-Creditable Vegetable

Infant
Breastmilk/Formula

Iron-Fortified & FDA-Approved
Infant Formulas
Milk Based, Lactose-Reduced,
Soy, etc.

No-Iron Infant Formula
Low-Iron Infant Formula

FDA Exempt Infant Formula




Modifications that meet the Modifications that < o ¢
CACFP Component CACFP Meal Pattern meet the CACFP Meal Pattern

Lactose-Reduced Cow Milk

(Nonfat/1% or Whole as Required) Almond Milk, Cashew Milk,
Coconut Milk, Rice Milk, Hemp
Milk Component Nutritionally-Equivalent Soy Milks Milk, Oat Milk, Pea Milk,
(Reference Soy Milk Guide) Macadamia Milk, Blends of any of
the above, Water, Juice, any other
Goat Milk beverage.
Breastmilk*

*Note: Documentation not required

Creditable Grain Grain-Based Dessert
Grain Component
Gluten-Free Creditable Grain Non-Creditable Grain
Meat & Meat Creditable Meat Non-Creditable Meat
Alternate Component or Meat Alternate or Meat Alternate
Fruit Component Creditable Fruit Non-Creditable Fruit
Vegetable Component Creditable Vegetable Non-Creditable Vegetable
Infant Iron-Fortified & FDA-Approved No-Iron Infant Formula 5
Breastmilk/Formula Infant Formulas Low-Iron Infant Formula z

Milk Based, Lactose-Reduced,

Soy, etc. FDA Exempt Infant Formula



https://www.fda.gov/food/infant-formula-guidance-documents-regulatory-information/exempt-infant-formulas-marketed-united-states-manufacturer-and-category
https://www.fda.gov/food/infant-formula-guidance-documents-regulatory-information/exempt-infant-formulas-marketed-united-states-manufacturer-and-category

[t can be easy to continue to meet
the meal pattern! For example:

Gluten Free

Swap the dinner roll for rice!

Vegetarian
Swap the meat for beans or cheese!




Requests to provide a substitute for
milk may be common at your
facility. Modification requests for the
milk component are one of the
trickier components to modify
because some milk substitutes meet
the meal pattern and some do not.




Nutritionally Equivalent

Milk substitutes that are nutritionally equal to
cow’s milk meet the meal pattern. This chart

shows the nutrition standards.

USDA Nutrition Standards for Fluid Milk Substitutes

Minimum Nutrients per 8 Fluid Ounces

Calcium 276 milligrams (mg) or 30% Daily Value (DV)?
Protein 8 grams (g)

Vitamin A 500 international units (IU) or 10% DV
Vitamin D 100 IU or 25% DV

Magnesium 24 mg or 6% DV

Phosphorus 222 mg or 20% DV?

Potassium 349 mg or 109% DV?

Riboflavin 0.44 mg or 25% DV!

Vitamin B-12 1.1 micrograms (mcg) or 20% DV!

1The FDA labeling laws require manufacturers to round nutrition values to the nearest five percent.
The actual minimum DV is 27.6% for calcium, 22.2% for phosphorus, 9.97% for potassium, 25.88%
for riboflavin, and 18.339% for vitamin B12.

Common milk substitutes that are not nutritionally equal to cow’s
milk are coconut milk, almond milk, rice milk, and some soy milks.




Nutritionally Equivalent

Soy Milks

The following list is intended to get you
started discovering which soy milks meet the
meal pattern and is subject to change. ADE
does not endorse specific brands.

Milk Substitutes Meeting the USDA Nutrition Standards

Allowable for Ages 1 and Older

Manufacturer Product
Kikkoman Pearl Organic Soymilk, Smart Original, aseptic package
Kirkland Signature Organic Soymilk, Plain

Pacific Natural Foods

Ultra Soy All Natural Nondairy Beverage, Plain, aseptic package

Stremick’s Heritage
Foods

8™ Continent Soymilk, Original, refrigerated

Sunrich Naturals

Soymilk, Original, aseptic package

Milk Substitutes Meeting the USDA Nutrition Standards

Allowable for Ages 6 and Older

Manufacturer Product

Kikkoman Pearl Organic Soymilk, Smart Original, Chocolate, or Creamy
Vanilla, aseptic package

Kirkland Signature Organic Soymilk, Plain or Vanilla

Pacific Natural Foods

Ultra Soy All Natural Nondairy Beverage, Plain or Vanilla,
aseptic package

Stremick’s Heritage Foods

8th Continent Soymilk, Original or Vanilla, refrigerated

Sunrich Naturals

Soymilk, Original, Unsweetened Vanilla, or Vanilla, aseptic
package




Now we know when
modifications do or do not meet
the meal pattern. Let’s go back
to our form to see how we

document this information.

Form: Section 2

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major badily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.

Menu maodifications are aptianal for any participant who has 2 dical personal p e and an ac ion may be
made at the customer service discretion of the facility.
Section 1. D ion —To Be (s by Parent/Guardian
Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additienal instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the participant

Parent/Guardian Name ‘ Date |

Parent/Guardian Signature

Section 2. A —To Be by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meazl Pattern
Required Accommodation  or  Optional Ac dati squired Ac i or  Optional Accommodation
[] meported Food allergy Non-wedical ] reportad raod allergy n Non-Medical
Personal Preference Personal Preference

Participant Magls and Snacks may not

No madical reason for th request.
Accommodating this preference request D Reported Food Intolerance
iz a facility’s customar sarvics decision

be siigible for reimbursement if @ facility
choasas to accommadsts this request.

[ reported Food intolerance

[ Faciiity will pravide modification

Reported Major Bodily [ Faciiity will provids mesification Rreporred Major Bodily
Function Affected [ Faciiity witl nat provide modification D Function Affected [ Faciiity wilt not provide modification
o . 5 Documentation Required: Sections 1 & 2
TR R ISR R s and request Medical Authority Documentation

Facility Representative Name ‘ Date |

Updated: January 2020 This institution is an equal opportunity provider.




If I am asked to not serve
pineapple but any other fruit is
okay, I can still meet the meal
pattern. I would check this box and

use the left side of Section 2.

Form: Section 2

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.
ion may be

Menu medifications are optional for any participant who has a dical personal p e and an acc
made at the customer service discretion of the facility.

Section 1. D ion —To Be (s by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the participant

Parent/Guardian Name ‘ Date |

Parent/Guardian Signature

[ Section 2. A —ToBe G by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Medification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meal Pattern

Required Accommodation or Optional A dati I i i or Optional Accommadation

Non-Medical Non-Medical
Rreported Food alle reportad Food Aller
[ =er " Personsl Preference [ == & L personatpreserence
No madical reason for th request. Participant Moals and Snacks may not
D Reported Food Intolerance | Accommodating this prefursnce rquest Reported Food Intolerance | b igible for reimbursement i @ faclicy
iz a facility’s customar sarvics decision choases to accommadita this requast.
Reported Major Bodily [ Faciiity will provids modificatian Raportad Major sadily [ Faciiity will provids modificatian
Function Affected [ Faciiity witl nat provide modification D Function Affected [ Faciiity wiit noe provide modification
- . . Documentation Required: Sections 1 & 2
Documentation Required: Sections 1 & 2 N N .
q I and request Medical Authority Documentation

Facility Representative Name ‘ Date

Updated: January 2020 This institution is an equal opportunity provider.




But if | am asked to provide
almond milk, which doesn’t
meet the meal pattern, | would
check this box and use the right

side of Section 2.

Form: Section 2

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major badily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.

Menu modifications are optianal for any participant who has a dical personal p e and an ac ion may be
made at the customer service discretion of the facility.
Section 1. D ion —To Be (s by Parent/Guardian
Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the participant

Parent/Guardian Name ‘ Date |

Parent/Guardian Signature

Section 2. A —To Be Ce by the CACFP Facility
Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.
D Modification meets the CACFP Meal Pattern XModiﬁcalmn does not meet the CACFP Meal Pattern
Required Accommodation  or  Optional A dati i i or  Optional Accommadation
Non-Medical Non-Medical
R rted Food All R rted Food All
e ettty O e | [, e

Participant Magls and Snacks may not

N madical reason for the request.
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

I:‘ Reported Food Intolerance | Accommodating this preference mquast Reportad Food Intolerance

is  fcility’s customar sarvica decision

Reported Major Eodily
Function Affected

[] Feci

[ Faciiity wiit not provide madification

will provide modification I Reported Major Badily
D Function Affected

[ Facility wil pravide medification
[ Faciiity will not previde mesification
ty will not pr ifi

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name ‘ Date |

Updated: January 2020

This institution is an equal opportunity provider.




To complete Section 2, you also
need to categorize each request
— as either a non-medical personal

#
-':_, preference or disability.
-~
”
e
”
7

7
// 7 \\\\




Disability Requests

Required to Accommodate

What is a disability?

- Major life activities like hearing, seeing, walking, speaking,
learning, reading, eating and breathing are disrupted

- Major bodily functions like the digestive, immune,
respiratory, circulatory, and neurological systems are
disrupted

Facilities are required to
accommodate disability requests.

If a participant has digestive issues when consuming a
foo (_tf)or example, constipation), you are considering this
a disability and accommodating by providing a
modification for the participant.




Let’s practice a
disability request.

A request is made for almond
milk because a participant has a
milk and soy allergy. How would

you complete section 2?

Section 2. Assessment — To Be Completed by the CACFP Facility

Discuss the madification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

I:‘ Modification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meal Pattern
Required Accommodation or Optional Accommodation Required Accommodation or Optional Accommodation
Non-Medical Non-Medical
Reported Food Allergy Reported Food Allergy
|:| Personal Preference |:| |:| Personal Preference
No medical reason for the request. Participant Meals and Snacks may not
I:I Reported Food Intolerance Accommodating this preference request l:l Reported Food Intolerance be eligible for reimbursement if a facility

is a facility’s customer service decision chooses to accommodate this request.

|:| Reported Major Bodily [ Facility will provide modification Reported Major Bodily [ Facility will provide modification

Function Affected [ Facility will not provide modification Function Affected [ Faciiity will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2 and request Medical Authority Documentation

Facility Representative Name Date




Jonathan’s mom completed and
signed Section 1. I have to first
decide if the requested modifications

meet the meal pattern.

Practice Scenario

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.

Menu modifications are optianal for any participant who has a dical personal p e and an ac ion may be
made at the customer service discretion of the facility.
Section 1. D ion —To Be (s by Parent/Guardian

Participant’s First & Last Name ‘ Jonathan Martinez Date ofBinh‘ 10/07/17

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:
Additional instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,

texture, thickness, etc.

Cow’s Milk/Soy Milk

Almond Milk

N/A

All Dairy

Non-Dairy Substitutes

N/A

Explain how exposure to the food(s) affects the participant

Allergy - Abdominal pain, vomiting, trouble breathing, rash
parent/Guardian Name | Sgrah Johnston ‘ Date | 01/17/2020
Parent/Guardian Signature | S0 Yah )oh V\/StDV\/

|| Section 2. A ~ToBe G by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meazl Pattern

Required Accommodation  or  Optional A dati i y or  Optionsl Accommadation
D Reported Food Allergy Non-wedical D Reported Faod Allergy D Non-Medical
Personal Preference Personal Preference

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

No madical reason for th request.
Accommodating this preference request D Reported Food Intolerance
iz a facility’s customar sarvics decision

[ reported Food intolerance

Reparted Major Bodily [T] Faciiity will pravids modification Reported Major Badiy [ Faciiity will pravide medification
Function Affected [ Faciiity witl nat provide modification D Function Affected [ Faciiity wiit noe provide modification

Documentation Required: Sections 1 & 2

TR R ISR R s and request Medical Authority Documentation

Facility Representative Name ‘ Date |

Updated: January 2020 This institution is an equal opportunity provider.




I looked at the chart;
almond milk does not
meet the meal pattern so |

am filling out the right side

of Section 1.

Practice Scenario

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.
dical personal p e and an aco ion may be

Menu medifications are optional for any participant who has a
made at the customer service discretion of the facility.

Section 1. D ion —To Be (s by Parent/Guardian

Participant’s First & Last Name ‘ Jonathan Martinez Date ofBinh‘ 10/07/17

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additienal instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Cow’s Milk/Soy Milk | Almond Milk N/A

All Dairy Non-Dairy Substitutes | N/A

Explain how exposure to the food(s) affects the participant

Allergy - Abdominal pain, vomiting, trouble breathing, rash

parent/Guardian Name | Sgrah Johnston | o= [ 01/17/2020

Parent/Guardian Signature | S Ay h )oh V\/StDV\/

Section 2. A —ToBe C by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern XModiﬁcalicn does not meet the CACFP Meal Pattern

dati ired Ac i or  Optional Accommodation

Required Accommedation  or  Optienal Ac

[] meported Food allergy

[ reported Food intolerance

Non-Medical D Reportad Food Allergy

Personal Preference

D Non-Medical
Personal Preference

No madical reason for the request.

Accommodating this preference request D Reported Food Intolerance

is  fcility’s customar sarvica decision

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

Reported Major Bodily [ Faciiity will provids modificatian Raportad Major sadily [ Faciiity will pravide modification
Function affected [ Faciiity witl nat provide modification D Function Affected [ Faciiity wiit noe provide modification
o - = Documentation Required: Sections 1 & 2
IR R EEE Al and request Medical Authority Documentation

Facility Representative Name ‘ Date |

Updated: January 2020 This institution is an equal opportunity provider.




Practice Scenario

The parent reported an

allergy, so I marked the

child and Adult Care Food Program
Participant Menu Modification

“food allergy” box.

This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.
dical personal p e and an aco ion may be

Menu medifications are optional for any participant who has a
made at the customer service discretion of the facility.

Section 1. D ion —To Be (s by Parent/Guardian

Participant’s First & Last Name ‘ Jonathan Martinez Date ofBinh‘ 10/07/17

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:
Additional instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Cow’s Milk/Soy Milk | Almond Milk N/A
All Dairy Non-Dairy Substitutes | N/A

Explain how exposure to the food(s) affects the participant

Allergy - Abdominal pain, vomiting, trouble breathing, rash
parent/Guardian Name | Sgrah Johnston ‘ Date | 01/17/2020
Parent/Guardian Signature | S0 Yah )oh V\/StDV\/

Section 2. A —ToBe by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern XModiﬁcalicn does not meet the CACFP Meal Pattern

dati i i or  Optional Accommodation

Required Accommedation o  Optienal A

[ reported Food intolerance

D Reported Food Allergy Non-wedical Reported Faod Allergy
Personal Preference

D Non-Medical
Personal Preference

No madical reason for th request.
Accommodating this prefersnce requast
iz a facility’s customar sarvics decision

] meported rood intolerance

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

Reported Major Eodily
Function Affected

will provids modification

[ Facii

[ Faciiity wiit not provide madification

Reported Major Badily
Function Affected

will pravide modification

[] Fecii

[ Faciiity witt not previde modification

Documentation Required: Sections 1 & 2

TR R ISR R s and request Medical Authority Documentation

Facility Representative Name ‘ Date |

Updated: January 2020 This institution is an equal opportunity provider.




That'’s correct. Food allergy is a
disability and you are required to
provide a modification. Make sure

to write your name and the date.

Practice Scenario

child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.
e and an aco ion may be

Menu medifications are optional for any participant who has a dical personal p
made at the customer service discretion of the facility.

Section 1. D ion —To Be (s leted by Parent/Guardian

Participant’s First & Last Name ‘ Jonathan Mar-tinez Date ofBinh‘ 10/07/17

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additienal instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Cow’s Milk/Soy Milk | Almond Milk N/A

All Dairy Non-Dairy Substitutes | N/A

Explain how exposure to the food(s) affects the participant

Allergy - Abdominal pain, vomiting, trouble breathing, rash

Parent/Guardian Name Sarah Johnston ‘ Date | 01/17/2020

Parent/Guardian Signature | S Ay h )oh V\/StDV\/

Section 2. A —To Be leted by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern [ : Modification does not meet the CACFP Meazl Pattern
Required Accommodation  or  Optional Ac dati quired Ac i or  Optional Accommadation
Non-Medical i Non-Medical
Reported Food Alle U reportad Food aller
[ =er " Personsl Preference P, e & L personatpreserence

[ reported Food intolerance

No madical reason for th request.
Accommodating this prefersnce requast
iz a facility’s customar sarvics decision

] meported rood intolerance

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

Reported Major Eodily
Function Affected

[T] Faciiity will pravids modification

[ Faciiity wiit not provide madification

Reported Major Badily
Function Affected

[ Facility wil pravide medification
[ Faciiity will not previde mesification
ty will not pr ifi

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name | = V\/d va C(’L\/CV\«S

| o= | 4 q3/20

Updated: January 2020

This institution is an equal opportunity provider.




Non-Medical Personal
Preference Requests

Optional to Accommodate

Facilities are not required to accommodate non-
medical personal preference requests. When this
type of request is made, it is the facility’s choice to

accommodate it.

A facility may choose to accommodate this optional
request to provide excellent customer service. On
the other hand, a facility may choose to not
accommodate an optional request that does not
meet the meal pattern because then the facility

cannot claim the meals served to that participant.




Let’s practice a
preference request.

A request is made for no meat to
be served to a participant because
the family is vegetarian. How

would you complete Section 2?

Section 2. Assessment — To Be Completed by the CACFP Facility

Discuss the madification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

I:‘ Modification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meal Pattern
Required Accommodation or Optional Accommodation Required Accommodation or Optional Accommodation
Non-Medical Non-Medical
Reported Food Allergy Reported Food Allergy
|:| Personal Preference |:| |:| Personal Preference
No medical reason for the request. Participant Meals and Snacks may not
I:I Reported Food Intolerance Accommodating this preference request l:l Reported Food Intolerance be eligible for reimbursement if a facility

is a facility’s customer service decision chooses to accommodate this request.

|:| Reported Major Bodily [ Facility will provide modification Reported Major Bodily [ Facility will provide modification

Function Affected [ Facility will not provide modification Function Affected [ Faciiity will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2 and request Medical Authority Documentation

Facility Representative Name Date




[ can provide a meat alternate
to this participant when meat
is on the menu. So, [ can still

meet the meal pattern.

Practice Scenario

child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
n. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

regul
major badily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.
Menu modifications are optional for any participant who has a dical personal p e and an acc ion may be
made at the customer service discretion of the facility.

Section 1. D ion —To Be (s by Parent/Guardian

Participant’s First & Last Name ‘ Jennifer Jones Date of Birth ‘ 08/15/16

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Meat Meat Substitutes N/A

Beans, Peas, Lentils, Tofu

Explain how exposure to the food(s) affects the participant

N/A

Parent/Guardian Name Thomas Kayes ‘ Date | 01/21/2020

Parent/Guardian Signature TVIDVI/LGS Ka 885

Section 2. A —ToBe by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Xmumﬁaﬁon meets the CACFP Meal Pattern D Modification does not meet the CACFP Meal Pattern

Required Accommodation  or  Optional A dati i y or  Optionsl Accommadation
D Reported Food Allergy Non-wedical D Reported Faod Allergy D Non-Medical
Personal Preference Personal Preference

[ reported Food intolerance

No madical reason for th request.
Accommodating this prefersnce requast
iz a facility’s customar sarvics decision

O

Reported Food Intolerance

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

Reported Major Eodily
Function Affected

will provids modification

[ Facii

[ Faciiity wiit not provide madification

Reported Major Badily
Function Affected

will pravide modification

[] Fecii

[ Faciiity witt not previde modification

Documentation Reg

uired: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name

‘ Date

Updated: January 2020

This institution is an equal opportunity provider.




This request was not for a medical
reason, allergy, or intolerance - it was a
preference. [ will choose to accommodate
this preference request. Then, as a facility

representative, | would write my name

and date the form.

Practice Scenario

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.

Menu modifications are optianal for any participant who has a dical personal p e and an ac ion may be
made at the customer service discretion of the facility.
Section 1. D ion —To Be (s by Parent/Guardian

Participant’s First & Last Name ‘ Jennifer Jones Date of Birth ‘ 08/15/16

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:
Additional instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Meat Meat Substitutes N/A

Beans, Peas, Lentils, Tofu
Explain how exposure to the food(s) affects the participant

N/A
Parent/Guardian Name Thomas Kayes ‘ Date | 01/2 1/2020
Parent/Guardian Signature TVIDVI/LGS Ka 885

|| Section 2. A —ToBe C by the CACFP Facility
Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.
Xmumﬁaﬁon meets the CACFP Meal Pattern D Modification does not meet the CACFP Meal Pattern
Required Accommodation or Optional A dati i i or Optional Accommadation
Non-Medical Non-Medical
R rted Food All R rted Food All
[ meported rood atlerey X Personal Preference (] meportac race atergy L] rersonat prerence

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

No madical reason for the request.

I:‘ Reported Food Intolerance | Accommodating this preference mquast D Reportad Food Intolerance
s a facility’s customar servica decision

Reported Major Bodily Faciity will provids mesification Reported Major Badiy [ Faciiity will pravide modification
Function Affected [ Faciity witt not provide mosification D Function Affected [ Facitity will not provide medification
o - 5 Documentation Required: Sections 1 & 2
IR R EEE Al and request Medical Authority Documentation
7
Facility Representative Name | Sandra gavin ‘ Date | 1/21/2020

Updated: January 2020 This institution is an equal opportunity provider.




Correct, and the reason is a
non-medical personal
preference, so accommodating

the request is optional.

Practice Scenario

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant’s need.
dical personal p e and an aco ion may be

Menu medifications are optional for any participant who has a
made at the customer service discretion of the facility.

Section 1. D ion —To Be (s leted by Parent/Guardian

Participant’s First & Last Name ‘ Jenniferjones Date of Birth ‘ 08/15/16

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additienal instructions, requirements, or

Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Meat Meat Substitutes N/A

Beans, Peas, Lentils, Tofu

Explain how exposure to the food(s) affects the participant

N/A

Parent/Guardian Name Thomas Kayes ‘ Date | 01/21/2020

Parent/Guardian Signature TVIDVM.GS Kﬂges

Section 2. A —To Be leted by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

:' Medification meets the CACFP Meal Pattern D Modification does not meet the CACFP Meal Pattern

Required Accommedation  or  Optional Ac dati quired Ac i or  Optional Accommadation
[[] meported Food allergy Y Mon-edical ] reported rood allergy O Non-Medical
Y, Personal Preference Personal Preference

[ reported Food intolerance

No madical reason for th request.
Accommodating this prefersnce requast
iz a facility’s customar sarvics decision

] meported rood intolerance

Participant Macls and Snacks may not
be aligible for reimbursement if @ facility
choasas to accommadsts this request.

Reported Major Eodily
Function Affected

W Faci
[ Faciiity wiit not provide madification

will provids modification

Reported Major Badily
Function Affected

will pravide modification

[] Fecii

[ Faciiity witt not previde modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Updated: January 2020

Facility Representative Name | Sa l/\,d Ya qﬂ\/’LVL ‘ Date

This institution is an equal opportunity provider.

| 1/21/2020




Summary: Section 2

Section 2 is where you
indicate if a request meets the
meal pattern and if a request is
required due to a disability.

This information is very
important because it lets you
know when you are required to
accommodate a request and
what documentation you will
need to claim.

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any
major bodily function affected by a food item. All required menu m must a a participant’s need.
Menu modifications are optional for any participant who has 2 dical personal p e and an acc ion may be
made at the customer service discretion of the facility.

Section 1. ion — To Be (¢ by Parent/Guardian

Participant's First & Last Name Date of Birth

List the food|s) to be omitted from the diet and the food(s) that should be provided instead:

‘Additional instructions, requiremenits, or
maodifications such as special equipment,
texture, thickness, etc

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food(s) affects the participant:

Parent/Guardian Name

Parent/Guardian Signature

Section 2. —To Be C:

Discuss the modification request with the parent/guardian. Assess if ar

D Modification meets the CACFP Meal Pattern

Required Accommodation  or  Optional Accommodation,

[ meported Food allergy [, Nenvede

Personal Preferance

o madical reason for the requsy
D Reportad Food Intolerance Accommadating this preforance
i a facility's customer servics deg

D Reported Major Bodily [ Faciiity witl prowide modificati
Function Affected [ Faciiity wil not provide modif

Documentation Required: Sections 1 & 2

Facility Representative Name

Updated: lanuary 2020 This institution is|




Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program [CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any

major bodily function affected by a food item. Al required menu must a participant’s need.
Menu modifications are optional for any partici who has 3 dical personal p e and an ion may be
made at the customer service discretion of the facility.
Section 1. i To Be C I
Participant’s First & Last Name ‘ Date of Birth ‘

List the food|s) to be omitted from the diet and the food(s) that should be ided instead:

‘Additional instructions, requirements, or
Foodis) to be avoided Allowable Modification(s) modifications such as special equipment,
texture, thickness, etc.
Explain how exposure 1o the food(s) affects the participant:
Parent/Guardian Name | Date |
Parent/Guardian Signature
Section 2. —To Be G by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

[] modification meets the CACFP Meal Pattern [[] Moification does not meet the CACFP Meal Pattzrn

Required Accommodation or  Optional A datis i i or  Optional Accommodation
MNon-Medical Non-Medical
Food aller Ri Food Al
L] reported ood aterey e pretence | L Feponedrootaterey [ reriont etrence

Participant Mealz and Snacks may not
be aligibie for reimbursement if a focility
choosas to accommodata this request.

No mecical reason for the request.
Accommedating this preference request D Reported Food Intolerance

D Reportad Food Intolerance ' w
s a focility’s customar service decision

[ Faciiity will provids medificatin

D Reported Major Bodily [ Faciiity will pravids modification Reported Major Bodily
Function Affected [ Faciiity wil not provide madifization D Function affected [ Faciiity will not provide modification
- 5 a ions 182 " . 1& Z.

and request Medical Authority Documentation

Facility Representative Name | Date |

Updated: January 2020 This institution is an equal opportunity provider.

Page 1 must be on file for every participant who

requests a modification. It remains on-site.




Menu Modification Form
Section 3




Additional Documentation

Child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu modifications must reasonably accommodate a participant's need.
Menu modifications are optional for any participant who has 2 non-medical personal preference and 2n accommodation may be

made at the customer service discretion of the facility.

ion — To Be C by Parent/Guardian

Section 1. D

Participant’s First & Last Name Date of Birth

List the food|s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc

Food(s) to be avoided

Explain how exposure to the food(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. —ToBeC by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Madification does not meet the CACFP Meal Pattern

Required Accommodation  or  Optional Ac e rerlie dati o GO D
Non-Medical Non-Medical
Reported Food Allerg) Reported Food Aller)
[ nes B [T personatpreterance O re & L1 ersonat preterence

Participant Meols and Snacks may not
be aligibic for reimbursament ifa focility
chaases to accommaodata this request.

Ne mecical reasan for the request.

D Reported Food Intolerance Accommodating this preforence raquast D Repaorted Food Intolerance

iz a flacility's customar servics decizion
D Rreportad Major Bodily [ Faciity wikt provids modification Reported Major Bodily [ Faciiiey will provids modification
Function Affected [ Faciiey will not provide modification Function affected [ Facility wilt not provide madification

T e T e TR T T Documentation Required: Sections 1 & 2
q ; and reguest Medical Authority Documentation

| Date

Facility Representative Name

Updated: lanuary 2020 This institution is an equal opportunity provider.

There are two situations when having Sections

1 & 2 on file isn’t enough documentation.

Situation 1

Solution: Complete Section 3

Situation 2

Solution: Medical Authority Documentation



Additional Documentation

We will talk about both of
these situations. Let’s first talk

about when the request is due
There are two situations when having Sections

to a disability.

1 & 2 on file isn’t enough documentation.

If the request is due to a disability.

Solution: Complete Section 3




Participant Menu Modification Form

child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFF) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must reasonably sccommodate a participant’s need.
dical personal p. e and an acc may be

Menu medifications are optional for any participant who has a
made at the customer service discretion of the facility.

Child and Adult Care Food Program
Participant Menu Modification

Section 3. Negotiation of

Note: Required Reasonable Accommadations are not necessarily the accommodation requested e.g. a preferred brand)

MNegotiation: Facility-Provided Reasonable Accommodation (Menu Modification)

The facility will pr

de: Indicate Specific
= Brand if applicabie:

Section 1. D ion — To Be (x leted by Parent/Guardian

Date of Birth

jpant’s First & Last Name

I:| Parent/Guardian accepts accommodation

The fucility is purchasing the reasonabie menu
modification that is being provided.

|:| Parent/Guardian does not accept accommodation

The g n is ing an acc beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and wil bring this izem from home.

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Notes

or less is provided from home, meals and snacks can continue to be claimed for

The facility ack

reimbursement. Meals and snacks with two or more components provided frem home cannot be claimed for reimbursement.

that if one o

Facility Representative Name

Signature

Explain how exposure to the food(s) affects the participant-

Parent/Guardian Name

Signature

Parent/Guardian Name | Date |

A, Timeline — Medical Authority

Parent/Guardian Signature

Section 2. Assessment — To Be G leted by the CACFP Facility

This section should be used by a facility when a required accommodation is being made that does not meet the

meal pattern and

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Arizona Department of Education - Child and Adult Care Food Program
Medical Authority Documentation | Participant Menu Modification

|:| Initial Requl

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for
requested menu modifications that do not meet the CACFP Meal Pattern

[ 1-Monthr

Required Accommodation or Optional Ac dati quired Ac i or Optional Ace:

Non-Medical

[] meported Food allergy

[] reported Food intolerance

Personal Preference

No madical reazon for the raquest.
Accommodating this preference requast
is a fcility s customer servica decision

[] reported Food aergy

[] reported raod intolerance

l:‘ Non-Medical
Personal Preference

Participant Maols and Snacks may not
be aligible for reimbursement if @ focility
chaasas to sccommodata this request

Patient First & Last Name | Date of Birth |

3-Month R

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
modifications such as special equipment,
texture, thickness, etc

Food(s) to be avoided Allowable Modification(s)

Reported Major Bodily
Function Affected

ity will provids modification

e

[ Faciiity wiit not provide medification

feported Major Bodily
Function Affected

will pravide medification

[ Faci

[ Facitity wili not previde modification

Medical Au
meal patter|

O
[] &-montnrd
O

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name

| Date

Explain how exposure to the food(s) affects the patient:

Facility Representa

Updated: January 2020

This institution is an equal opportunity provider.

The following recognized medical authorities can sign this document:
n, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

Dentist, Homeopathic Physici

Medical Authority Name | Date |

Medical Authority Signature

This institution is an equal opportunity provider.




Form: Section 3

must be completed for
all requests made due to a
disability.

When a disability is reported,
an

This section is where you
document what was offered and
if the requestor accepted the
accommodation. This process is

called the

Child and Adult Care Food Program
Participant Menu Modification

Section 3. Negotiation of A

Negotiation: Facility-Provided Reasenable Accommodation (Menu Modification)
Note: Required Reasonable Accommodations are net necessarily the accommodation requested (.. a preferred brand)

The facility will provide:

Indicate Specific
Brand if applicable:

I:‘ Parent/Guardian accepts accommodation

The fai purchasing the reasonable menu

modification that is being provided.

D Parent/Guardian does not accept accommodation

The | el n is reg g an a

the reasonable accommodation provided by the faci

parent/guardian is incurri cost of the menu mod
and will bring this item from home.

Notes
The facility ack dges that if one o or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.
Facility Representative Name Signature
Parent/Guardian Name Signature

A. Timeline - Medical Authority Documentation

This section should be used by a facility when a required accommodation is being made that does not meet the
meal pattern and the facility is waiting for Medical Authority Documentation to be completed and returned. Completion of this section
allows a facility to claim for up to & months while waiting for Medical Authority Documentation.

Medical Authority Documentation has not been provided within & months. The meals and snacks that do not meet the

D Initial Request for Medical Authority Documentation Date: Staff Initials
I:‘ 1-Month Request for Medical Authority Documentation Date: Staff Initials:
D 3-Month Reguest for Medical Authority Documentation Date: Staff Initials:
D &-Month Reguest for Medical Authority Documentation Date: Staff Initials:
(]

meal pattern, provided to this participant to accommeodate a disability, can no longer be claimed for reimbursement.

Facility Representative Name

Signature

This institution is an equal opportunity provider.




Reasonable + Immediate
Accommodations

Accommodation
Accommodating a disability is when you provide a
reasonable and immediate modification.

Reasonable

The modification provided should be related to the disability
or limitations caused by the disability.

Example: If a limitation of a disability is that someone cannot
tolerate milk, then a reasonable accommodation avoids milk and
provides something that is not milk-based.




Reasonable + Immediate
Accommodations

Accommodation
Accommodating a disability is when you provide a
reasonable and immediate modification.

Immediate

When a disability is reported; immediately accommodate. This
safeguards the health and safety of your participants.

Example: If someone tells you that one of your participants has an
allergy or intolerance to a food item; effective immediately you are
avoiding that item and modifying. You are not waiting on any
documentation to be returned to start providing the modification.




Reasonable + Immediate
Accommodations

Accommodation
Accommodating a disability is when you provide a
reasonable and immediate modification.

‘ Must generally be free of charge

Example: The facility purchases the modification, such as soy milk, and

does not charge the family for this cost.

Does not need to match the original menu item.

‘ Example: The request is for cheese to be avoided due to intolerance.
The entrée on the menu is macaroni and cheese. The modification does
not need to look like the macaroni and cheese. You can serve another

entrée, like chicken and rice.




Negotiation of Accommodation
Example: Request for Soy Milk

Facility
Offers to provide a reasonable
accommodation of soy milk




Negotiation of Accommodation
Example: Request for Soy Milk

Facility
Offers to provide a reasonable
accommodation of soy milk

Requestor

Prefers a certain brand




Negotiation of Accommodation
Example: Request for Soy Milk

Facility
Offers to provide a reasonable
accommodation of soy milk

Requestor

Prefers a certain brand

Facility
Provides the reasonable

accommodation (soy milk) but
does not provide preferred brand.




Negotiation of Accommodation
Example: Request for Soy Milk

Facility
Offers to provide a reasonable
accommodation of soy milk

Requestor

Prefers a certain brand

Facility
Provides the reasonable

accommodation (soy milk) but
does not provide preferred brand.

Requestor

Chooses to accept the soy milk
that the facility will provide.




Negotiation of Accommodation
Example: Request for Soy Milk

Facility
Offers to provide a reasonable

accommodation of soy milk

Requestor

Prefers a certain brand

Facility
Provides the reasonable

accommodation (soy milk) but
does not provide preferred brand.

Requestor

Chooses to deny the soy milk that the
facility will provide and instead brings
the preferred brand from home.




Negotiation of Accommodation
Example: Request for Soy Milk

Facility
Offers to provide a reasonable
accommodation of soy milk

Requestor

Prefers a certain brand

Facility
Provides the reasonable

accommodation (soy milk) but
does not provide preferred brand.

Both of those situations are okay.
What is important is that you offered
‘ a reasonable accommodation,
whether they accepted it or not.




Form: Section 3

This negotiation is

_ _ Section 3 takes less than a minute to complete.
documented in Section 3 of

It simply documents the discussion that occurred between the

the form.

facility representative and the person making the request.

Section 3. Negotiation of Accommodation(s)

Negotiation: Facility-Provided Reasonable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

Indicate Specific

The facility will provide: Brand if appiicable:

|:| Parent/Guardian accepts accommodation D Parent/Guardian does not accept accommodation

The parent/guardian is requesting an accommodation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

The facility is purchasing the reasonable menu
madification that is being provided.

Notes:

The facility acknowledges that if one component or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Parent/Guardian Name Signature




Form: Section 3
Example: Request for Soy Milk

Section 1 & 2 are completed. The
modification meets the meal pattern
and is due to a milk intolerance It simply documents the discussion that occurred between the
(disability). The facility offers to
provide a reasonable accommodation
of 8™ Continent Original soy milk.

Section 3 takes less than a minute to complete.

facility representative and the person making the request.

Section 3. Negotiation of Accommodation(s)

Negotiation: Facility-Provided Reasonable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

Mrereer] en . Indicate Specific . .
The facility will provide: Soy Milk Brand if applicable: 8th Continent Or|g|na|
D Parent/Guardian accepts accommodation D Parent/Guardian does not accept accommodation

The parent/guardian is requesting an accommodation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

The facility is purchasing the reasonable menu
modification that is being provided.

Notes:

The facility acknowledges that if one component or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Parent/Guardian Name Signature




Form: Section 3

Example: Request for Soy Milk

Section 1 & 2 are completed. The
modification meets the meal pattern
and is due to a milk intolerance
(disability). The facility offers to
provide a reasonable accommodation
of 8™ Continent Original soy milk.

The requestor prefers a certain brand.

The facility notifies the requestor 8t
Continent Original Soymilk is what the
facility purchases. The reasonable
accommodation (soy milk) will be
provided, but not the preferred brand.

Section 3 takes less than a minute to complete.
It simply documents the discussion that occurred between the

facility representative and the person making the request.

Section 3. Negotiation of Accommodation(s)

Negotiation: Facility-Provided Reasonable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

Mrereer] L . Indicate Specific . . e
The fecility will provide: | - Sy Milk Brand if aplicale. |8 CONtinent Original
D Parent/Guardian accepts accommodation D Parent/Guardian does not accept accommodation

The parent/guardian is requesting an accommodation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

The facility is purchasing the reasonable menu
modification that is being provided.

Notes: Parent requested Sprouts brand organic soy milk. Facility denied this preference request and
notified family that they can either accept facility provided soy milk or bring their own brand of soy
milk from home for their child. Parent accepted 8 Continent Original Soy Milk (Facility-Provided).

The facility acknowledges that if one component or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Parent/Guardian Name Signature




Section 1 & 2 are completed. The
modification meets the meal pattern
and is due to a milk intolerance
(disability). The facility offers to
provide a reasonable accommodation
of 8™ Continent Original soy milk.

The requestor prefers a certain brand.

The facility notifies the requestor 8t
Continent Original Soymilk is what the
facility purchases. The reasonable
accommodation (soy milk) will be
provided, but not the preferred brand.

Form: Section 3

Section 3 takes less than a minute to complete.
It simply documents the discussion that occurred between the

facility representative and the person making the request.

Section 3. Negotiation of Accommodation(s)

Negotiation: Facility-Provided Reasonable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

" ) L . Indicate Specific . . e
The fecility will provide: | - Sy Milk srand ifammlicanle. | 81" CONtinent Original
|j Parent/Guardian accepts accommodation D Parent/Guardian does not accept accommodation

The parent/guardian is requesting an accommodation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

The facility is purchasing the reasonable menu
madification that is being provided.

Notes: Parent requested Sprouts brand organic soy milk. Facility denied this preference request and
notified family that they can either accept facility provided soy milk or bring their own brand of soy
milk from home for their child. Parent accepted 8t Continent Original Soy Milk (Facility-Provided).

The facility acknowledges that if one component or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Parent/Guardian Name Signature




Section 1 & 2 are completed. The
modification meets the meal pattern
and is due to a milk intolerance
(disability). The facility offers to
provide a reasonable accommodation
of 8™ Continent Original soy milk.

The requestor prefers a certain brand.

The facility notifies the requestor 8t
Continent Original Soymilk is what the
facility purchases. The reasonable
accommodation (soy milk) will be
provided, but not the preferred brand.

After the discussion, the requestor
chooses to accept the brand of soy
milk that the facility will provide.

Form: Section 3

Section 3 takes less than a minute to complete.
It simply documents the discussion that occurred between the

facility representative and the person making the request.

Section 3. Negotiation of Accommodation(s)

Negotiation: Facility-Provided Reasonable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

" ) L . Indicate Specific . . e
The fecility will provide: | - Sy Milk srand ifammlicanle. | 81" CONtinent Original
X Parent/Guardian accepts accommodation D Parent/Guardian does not accept accommodation

The parent/guardian is requesting an accommodation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

The facility is purchasing the reasonable menu
madification that is being provided.

Notes: Parent requested Sprouts brand organic soy milk. Facility denied this preference request and
notified family that they can either accept facility provided soy milk or bring their own brand of soy
milk from home for their child. Parent accepted 8t Continent Original Soy Milk (Facility-Provided).

The facility acknowledges that if one component or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Parent/Guardian Name Signature




Summary: Section 3

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP

regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
must a 2 participant’s need.

major bodily function affected by a food item. All required menu
Menu modifications are optional for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.

To Be Completed by Parent/Guardian

Section 1.

Participant’s First & Last Name Date of Birth

List the foodis) to be omitted from the diet and the food(s) that should be provided instead:
‘Additional instructions, requirements, or
ions such as special equi
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food(s) affects the participant:

Child and Adult Care Food Program

Participant Menu Modification
Section 3. iation of i
\: Facility-Provided Acc ion (Menu Medification)

Note: Required Reasonable Accommodations are not necessarily the oc

requested e

The facility will provide

Indicate Specific
Brand if applicable:

[ Parent/Guardian accepts accommodation

The facilityis purchasing the reasonable menu
modification that is being provided.

[[] parent/Guardian does not accept accommodation

g is requesting an o beyond
the reasanabie accommadation provided by the facility. The
parent/guardian is incusting the cost of the menu modification
and will bring this item from home.

™

Notes
The facility that if one less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more compenents provided from home cannot be claimed for reimbursement.
Facility Representative Name Signature
Parent/Guardian Name Signature
A. Timeline - Medical Authority Requests

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. —To Be Completed by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

[ nitial Request]

This section should be used by a facility when a required accomm odation is being made that does not meet the

meal pattern and the fagility is waiting for Medics| Authority Documentation to be completed and returned, Completion of this section

all
Arizona Department of Education - Child and Adult Care Food Program
Medical Authority Documentation | Parti

pant Menu Modification

[[] Modification meets the CACFP Meal Pattern [7] Modification does not meet the CACFP Meal Pattern

Required Accommodation  or  Optional Accommodation

Required i or  Optional

Non-Medical Non-Medical
Reported Foad Alle Reportad Food allen
[ repe e O ersomat preference O re e L parsoms sraterence

Participant Mecls and Snacks may not

[] 1-Month Reay

A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for
requested menu modifications that do not meet the CACFP Meal Pattern

Patient First & Last Name

Date of Birth ‘

3-Month Reqy

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Food(s) to be avoided

Additional instructions, requirements, or

Allowable Modification(s) modifications such as special equipment,

Mo medical reason for the request.

Intolerance

Intolerance

[] repo

is @ fociity's customer service decision

[] repo

b aligible for reimbursement i o facility
choases to accommadats this requsst.

[[] Peporsed wijor zadiy
Function Affected

[ Faciliey wil provids modification
[ Facitiey will not provids madification

Reported Major Bodily
Function Affected

[ Fociiiey wil provids medification
] Fociiey wik not provide modificotion

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

texture, thickness, etc,

Medical Autho

O
[ &-month Reqyl
|

meal pattern,

Explain how exposure to the food(s) affects the patient:

Facility

Facility Representative Name

| Date

Updated: January 2020

This institution is an equ

al opportunity provider.

The following recognized medical authorities can sign this document:
Dentist, Homeopathic Physician, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

I Date

Medical Authority Name

Medical Authority Signature

This institution is an equal opportunity provider.

All modifications require sections 1 & 2 be completed.

Modifications that are due to a disability also have Section 3 completed.




Additional Documentation

Now, let’s talk about the
additional documentation
needed when a request doesn’t

There are two situations when having Sections 1
meet the meal pattern.

& 2 on file isn’t enough documentation.

Solution: Medical Authority Documentation




Medical Authority
Documentation




Medical Authority Documentation

Medical Authority Documentation must include:

Participant’s first and last name and date of birth
The food(s) to be avoided
Brief explanation of how exposure to the food affects the participant

Recommended substitutes.

It then must be signed by a recognized medical authority.

In Arizona, recognized medical authorities include Physician (MD), Osteopathic Physician (DO),

Nurse Practitioner (NP), Physician Assistant (PA), Dentist (DDS or DMD), Naturopathic Physician

(ND) or Homeopathic Physician.

When the meal pattern is not met, documentation from a medical authority

is required to claim the meals and snacks for reimbursement.



Participant Menu Modification Form

Documentation

Medical Authority

v

child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major badily function affected by a food item. All required menu medifications must reasonably accommodate a participant’s need.

Menu modifications are eptional for any participant who has 2 dical personal p e and an acc ion may be
made at the customer service discretion of the facility. I:| Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation
Section 1. D ion — To Be C by Parent/Guardian - . The (1 is ing an acce beyond
The facility is purchasing the reasonable menu the reasonable accommodation provided by the facility. The
.. modification that is being provided. e ° o T
Participant’s First & Last Name Date of Birth parent/guardian is incurring the cost of the menu modification
and will bring this ftem fram home.

Child and Adult Care Food Program
Participant Menu Modification

Section 3. Negs of

Note: Required Reasonable Accommadations are not necessarily the accommodation requested e.g. a preferred brand)

Negotiation: Facility-Provided Reasonable Accommedation (Menu Modification)

The facility will provide:

Indicate Specific
Brand if applicabie:

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food(s) affects the participant-

Notes
The facility ack that if one ¢ or less is provided from home, meals and snacks can continue to be claimed for
reimbursement. Meals and snacks with two or more components provided frem home cannot be claimed for reimbursement.
Facility Representative Name Signature
Parent/Guardian Name Signature

A, Timeline — Medical Authority

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

Parent/Guardian Name | Date |
Parent/Guardian Signature This section should be used by a facility when a required accommeodation is being made that does not meet the
maal Pather SN e
SEct A “ToBe G by the CACFP Facility Arizona Department of Education - Child and Adult Care Food Program
Medical Authority Documentation | Participant Menu Modification

A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for
requested menu modifications that do not meet the CACFP Meal Pattern

Required Accommodation  or  Optional A dati i ; ~
Nor-Medical Non-Medical
Reported Food alle Reported Food Aller)
[ mere = personal Preference [ rer & L1 ersonatpreference

Participant Maols and Snacks may not
be aligible for reimbursement if @ facility
chaasas to sccommodata this request

No madical reazon for the raquest.
Accommodating thiz preference request D Reported Food Intolerance
is a fcility s customer servica decision

[] reported Food intolerance

[ Faciiity will provids modificatian

Reported Major Bodily
[ Facitity wili not previde modification

[T Facility will pravids modification Reported Major Bodily
Function Affectad D

[ Faciiity wiit not provide medification Function Affected

Documentation Required: Sections 1 & 2

D R I L and request Medical Authority Documentation

Facility Represent

Patient First & Last Name | Date of Birth |

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
modifications such as special equipment,
texture, thickness, etc

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food(s) affects the patient:

| Date

Facility Representative Name

Updated: January 2020 This institution is an equal opportunity provider.

The following recognized medical authorities can sign this document:
Dentist, Homeopathic Physician, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

Medical Authority Name I Date |

Medical Authority Signature

This institution is an equal opportunity provider.




Medical Authority Documentation

When you know that a request does not
meet the meal pattern, you give this form
to the requestor. The requestor will take it
to a medical authority to complete and

sign before returning it to your facility.

Arizona Department of Education - Child and Adult Care Food Program
Medical Authority Documentation | Participant Menu Modification

A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for
requested menu modifications that do not meet the CACFP Meal Pattern.

Patient First & Last Name

Date of Birth ‘

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) modifications such as special equipment,
texture, thickness, etc.

Explain how exposure to the food(s) affects the patient:

The following recognized medical authorities can sign this document:
Dentist, Homeopathic Physician, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

Medical Authority Name

Date ‘

Medical Authority Signature

This institution is an equal opportunity provider.




Medical Authority Documentation

When these Medical Authority
forms are returned to our

facility, where do [ keep them?




Medical Authori ocumentation

Arizona Department of Education - Child and Adult Care Food Program

It IS beSt praCtlce that you / Medical Authority Documentation | Participant Menu Modification

A facility participating in the Child and Adult Care Food Program has requested dacumentation from a medical authority for
requested menu modifications that do not meet the CACFP Meal Pattern.

staple it to the participant’s
Patient First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:
Additional instructions, requirements, or [JCACFP

modification form.
Food(s) to be avoided Allowable Modification(s) modifications such as special equipment, [ffor any
texture, thickness, etc. need.
ay be
Explain how exposure to the food(s) affects the patient:
The following recognized medical authorities can sign this document F—
Dentist, Homeapathic Physician, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician ipme'm:
Date

Medical Authority Name

Medical Authority Signature

This institution is an equal opportunity provider.

Explain how exposure to the food(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

—To Be by the CACFP Facility

Section 2. A
Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

[] Modification does not meet the CACFP Meal Pattern

D Modification meets the CACFP Meal Pattern
Required Accommodation  or  Optional Ac d equired Ac i or  Optional Accommodation
MNon-Medical Non-Medical
Reported Food Aller Reported Food Aller)
[ e = Parsonal Preference [ ree & L] ersonatpreference
No madical reason for the request. Participant Meols and Snacks may not
D Reported Faod Intolerance | Accommedating this preference requast D Reported Faod Intalerance | b sligibis for reimbursement i a focilty
s a faciiity’s customar service decision choosas to accommodta this request.
Reported Major Badily [ Facility will prowids modification Reported Major sadily [T Faciiity will provids medificatian
Function Affected [ Faciiity will not provide modification I:‘ Function Affected [ Faciiity witt nat provide modification
Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2 T e A T B e

| Date

Facility Representative Name

Updated: January 2020 This institution is an equal opportunity provider.




Medical Authority Documentation

If a disability is reported, an immediate and
reasonable accommodation is required. So,
let’s say I start providing almond milk to my

participant who has a soy and milk allergy.




Medical Authority Documentation

The almond milk is purchased by the
facility but almond milk doesn’t meet the
meal pattern. Can I claim these meals
before I get the medical authority

documentation form back?




Medical Authority Documentation

You're right, the reported
disability must be immediately
accommodated and at the cost

of the facility.




Medical Authority Documentation

ADE requires facilities to obtain
Medical Authority Documentation
for menu modifications that do not

meet the meal pattern.

But we also understand that families
may face potential hardship in obtaining
medical authority documentation, like a

lack of access to affordable healthcare,
lack of transportation to the healthcare
facility, or a lack of available time off

work to get the form completed.




Medical Authority Documentation

If family hardships arise,
ADE has a new solution

for facilities!




New! Flexibility in Claiming

Effective FY20, ADE has established
6 months as a reasonable timeframe to
obtain written Medical Authority
Documentation. This means you can
complete the timeline section of the form
while you are waiting for the Medical
form from the family - and you can

continue to claim!




New! Flexibility in Claiming

Child and Adult Care Food Program
Participant Menu Modification

] ] ] [
While a facility is: P ———
. Negotiation: Facility-Provided Reasonable Accommedation (Menu Modification)

Note: Required Reasonable Accommadations are not necessarily the accommodation requested (e.g. a preferred brand)

- . - Indicate Specific
The facility will provide Brand if applicable-
I:‘ Parent/Guardian accepts accommodation D Parent/Guardian does not accept accommaodation

Providing a required

modification that is being provided. parent/guardian is incurring the cost of the menu modification
accommodation (i.e. disability)

and will bring this item from home.
th at d O e S n 0 t m e et th e m e al p atte rn The facility ack dges that if one comp or less is provided from home, meals and snacks can continue to be claimed for

reimbursement. Meals and snacks with two or more components provided from home cannot be claimed for reimbursement.

Facility Reprasantative Name Signature

Parant/Guardian Name Signature

Waiting for Medical Authority e —

This section should be used by a facility when a required accommedation is being made that does not meet the
meal pattern and the facility is waiting for Medical Authority Documentation to be completed and returned. Completion of this section

D 0 C u m e ntati 0 n to b e retu rn e d allows a facility to claim for up to & months while waiting for Medical Authority Documentation.

I:‘ Initial Request for Medical Authority Documentation Date: Staff Initials:

I:‘ 1-Month Request for Medical Authority Documentation Date: Staff Initials:

th = = - D 3-Month Reguest for Medical Authority Documentation Date: Staff Initials:
e Timeline section must be

- - D 6-Month Request for Medical Authority Documentation Date: Staff Initials:

Comp ete Or C almlng to D Medical Authority Documentation has not been provided within 6 months. The meals and snacks that do not meet the

meal pattern, provided to this participant to accommodate a disability, can no longer be claimed for reimbursement.

continue

This institution is an equal opportunity provider.




Supplement A. Timeline — Medical Authority Documentation Requests
This section should be used by a facility when a required accommaodation is being made that does not meet the
meal pattern and the facility is waiting for Medical Authority Documentation to be completed and returned. Completion of this section
allows a facility to claim for up to 6 months while waiting for Medical Authority Documentation.
D Initial Request for Medical Authority Documentation Date: Staff Initials:
D 1-Month Request for Medical Authority Documentation Date: Staff Initials:
I:l 3-Manth Request for Medical Authority Documentation Date: Staff Initials:
I:l 6-Month Request for Medical Authority Documentation Date: Staff Initials:
D Medical Authority Documentation has not been provided within 6 months. The meals and snacks that do no

meal pattern, provided to this participant to accommodate a disahility, can no longer be claimed for reimjj

Facility Representative Name Signature

This timeline section is where you document that you are requesting Medical

Authority Documentation and have not yet received it. You will mark the box

next to each request you make, along with the date you made the request, and
then write your initials. When you receive the medical authority

documentation, you simply stop completing this section!



Medical Authority Documentation

Wow! That’s great! It doesn’t happen
often, but when it takes a few
months to get a form back, it’s nice
to be able to continue claiming while
we are purchasing the requested

food or beverage.




Medical Authority Documentation

What happens if the family
still has not returned the
Medical Authority Form after

the 6 month timeframe?




Medical Authority Documentation

In that situation, the facility
the meals and snacks that do not
meet the meal pattern. Once the form is
completed and signed by a Medical
Authority and returned to the facility -

claiming can start again.




Summary: Medical Aut

Child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP] and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu m must a 2 participant’s need.
Menu modifications are optional for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.

Child and Adult Care Food Program
Participant Menu Modification

Section 3.

of

Negotiation: Facility-Provided Reasonable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. o preferred brand)

The facility will pre

Indicate Specific
Brand if applicabie:

[] Parent/Guardian accepts accommodation

D Parent/Guardian does not accept accommodation

nority Documentation

The parent/quardian is requesting an accommodation beyond
the reasonable accommedation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

Be C by Parent/Guardian The facility is purchasing the reasonable menu

modification that is being provided.

Section 1.

Participant’s First & Last Name Date of Birth

List the food|s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or

maodifications such as special equipment,
texture, thickness, etc.

Notes

Food(s) to be avoided Allowable Modification(s)

The facility acknowledges that if one component or less is provided from home, meals and snacks can continue to be cizimed for
reimbursement. Meals and snacks with two or more compenents provided from home cannot be claimed for reimbursement.

Facility Representative Name Signature

Explain how exposure to the food|s) affects the participant.
Signature

Parent/Guardian Name

Parent/Guardian Name | Date | A. Timeline — Medical Authority
Parent/Guardian Signature This section should be |
meal pattern and the fadility is wait Arizona Department of Education - Child and Adult Care Food Program
1l facili " . . oY .
Section 2. —To Be C¢ by the CACFP Facility LS Medical Authority Documentation | Participant Menu Modification
Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required. O al Request for Medical A facility participating in the Child and Adult Care Food Program has requested documentation from a medical authority for

requested menu modifications that do not meet the CACFP Meal Pattern.

[ Maodification meets the CACFP Meal Pattern ["] Maodification does not meet the CACFP Meal Pattern
Patient First & Last Name ‘ Date of Birth |

D 1-Month Request for Medi

Optional Accommodation

Required Accommodation  or  Optional Required i =
List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
modifications such as special equipment,
texture, thickness, etc

Non-Medical 3-Month Request for Medi

nHon-medical
Reportad Food Allery
Personal Preference L] re B O Personal Preference Allowable Modification(s)

Food(s) ta be avoided

[] reportzd rood allerzy

No madicol reason for the naquest.
Accommedating this preference request
s a facility's customar servica decision

[] report=d rosd intolerance [ neported rood intolerance | nngmtzurmmau,;wm,:az_ﬁmn:q 6-Month Request for Medi
choases to accommar iz reques

[ Faciiity will pravide modification. Reported Major Bodily [ Facility will provide modificatian Medical Authority Docume:

d
Participant Maols and Snacks may not D
a

0 Reported Major Bodily

Tenetion Afeered D ity wit ot provide roifction runction Affected D Focitty il ot provide mosfctin meal pattern, provided to t Explain how exposure to the food(s) affects the patient
u nt:

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2 and request Medical Authority Documentation

Facility ive Name

The following recognized medical autharities can sign this document:
Dentist, Homeopathic Physician, Naturopathic Physician, Nurse Practitioner, Osteopathic Physician, Physician Assistant, Physician

| Date

Facility Representative Name

Date |

Medical Authority Name

Updated: January 2020 This institution is an equal opportunity provider.

Medical Authority Signature

This institution is an equal opportunity provider.

All modifications require sections 1 & 2 be completed.
Disability modifications require Section 3 be completed.

Modifications that do not meet the meal pattern require Medical Authority Documentation.




Let’s Practice!
Participant Menu Modification Form




Request: Avoid All Dairy

Reason: Milk Allergy

Child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant wha discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must r bly ace date a participant’s need.
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.
Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

Required Accommodation  er  Optional Accommodation Required Accommodation  or  Optional Accommodation
[] reported Food allergy O Non-Medical [[] reportedrood aliergy [ Normedica
parsonal preference personal preference

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.
Accommodating this preference requast D Reported Food Intolerance

[ reported Food intoterance
iz a focility’s customar service decision

Child and Adult Care Food Program
Participant Menu Modification

Section 3. iation of

Negotiation: Facility-Provided Reasanable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

- . o Indicate Specific
The facility will provide: Brand if applicable-
I:| Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation
_ - . ) The ‘quardian is requesting an ax dation beyond
T "effﬁ’;}ga"tﬂ:i‘;:;’i ?:f.’"“r‘; ’l‘rge"’ﬂ.’“"“ the reasonable accommodation provided by the facility. The
" ’ ehs - parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

Notes:

g claimed for

ed from home, meals and sn

The facility ack dges that if one o or less is pro
reimbursement. Meals and snacks with two or more components provided from home

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months whilg]

1 nitial Request fal
Arizona Depart

Medical Authg

D 1-Month Request
A facility participating in the Child ang

requested n

3-Month Request) -
Patient First & Last Name

List the food(s) to be

[ Facility will provide modificatian,

Food(s) to be avoided

Medical Authority]
meal pattern, proy

O
|:| 6-Month Request
O

Facility Representative N

D Reported Major Bodily [] Faciiity will pravide mesification Reported Major Bodily
Function Affected [ Faciiity wil not provide medification D Function Affected [ Facility will nat provide medification
. . . Documentation Required: Sections 1 & 2
Documentation Required: Sections 1 & 2 = = 3
o and request Medical Authority Documentation
Facility Representative Name | Date
Updated: lanuary 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat Physician

Medical Authority Name

Medical Authority Signature




Request: Avoid All Dairy
Reason: Milk Allergy

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with Cf
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, o
major bodily function affected by a food item. All required menu modi must r bly ace date a participant’s |
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation mz

made at the customer service discretion of the facility.

Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Food(s) to be avoided Allowable Modification(s)

texture, thickness, etc.

Additional instructions, requirements, or
maodifications such as special equipment,

Let’s do the

. First, we ask the
requestor to complete and -

sign Section 1.

ogram
tion

‘ation(s)

1 (Menu Madification)
‘an requested (e.g. a preferred brand)

ic

dian does not accept accommodation

ardian is requesting an accommadation beyond
ble accommodation provided by the facility. The
_rdian is incurring the cost of the meny modification
and will bring this item from hame.

di that if one c

g claimed for

The facility ack

reimbursement. Meals and snacks with two or more components provids

or less is provided from hor-- meals and sn

Explain how exposure to the food|(s) affects the participant:

Facility Representative Name

Parent/Guardian Name

Parent/Guardian Name | Date |

A. Timeline — Medical Autl

Parent/Guardian Signature

Section 2. Assessment — To Be (i by the CACFP Facility

meal pattern and the faility is

This section should be used by a facility when a required a

allows a facility to claim for up to 6 months wh

waiting for Medical Authority Docums]

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

1 nitial Request fal

D 1-Month Request

Required Accommedation  or  Optional Accommodation Required Accommodation  or  Optional Accommodation
I:‘ Rreported Food allergy D Non-Medical I:‘ Reported Food Allergy I:‘ Non-Medical
parsonal preference personal preference

No medical reasen for the request.

I:‘ Reportad Food Intolerance Accommodating this praferance raquast I:‘ Reported Food Intolerance
iz a facility's customer service decizion

Arizona Depart
Medical Authg

Afacility participating in the Child ang
requested n

3-Month Request]

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

|:| Reported Major Bodily

[ Facility will provide medification Reported Major Bodily
Function Affected D

[ Faciiity will ne provide modification Function affected

L] Faciity will provide modification
[ Faciity will not provide modification

Documentation Required: Sections 1 & 2

PTIEETEIE L R and request Medical Authority Documentation

Patient First & Last Name

List the food(s) to be

Medical Authority]

Food(s) to be avoided

O
|:| 6-Month Request
O

meal pattern, proy

Facility Representative N

Facility Representative Name | Date

Updated: lanuary 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat

Physician

Medical Authority Name

Medical Authority Signature




Request:

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any
must r bly acc date a participant’s need.

major bodily function affected by a food item. All required menu modi
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.
Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Samuel Klng Date of Birth 11/13/17

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:
Additional instructions, requirements, or

maodifications such as special equipment,
texture, thickness, etc.

Soy N/A

Explain how exposure to the food|(s) affects the participant:

Hives and skin rash, wheezing, difficulty breathing
Parent/Guardian Name MCKenZle Klng | Date | 0 1/08/20
Parent/Guardian Signature MGK«CV\:Z’L& KJ:I/\,@

Food(s) to be avoided Allowable Modification(s)

All Dairy

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Medification meets the CACFP Meal Pattern I:‘ Maodification does not meet the CACFP Meal Pattern

Required Accommodation  er  Optional Accommodation Required Accommodation  or  Optional Accommodation
Reported Food Allergy O Non-Medical [] repartsdrood allergy n Non-Medical
parsonal preference personal preference

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.
Accommodating this preference requast D Reported Food Intolerance
iz a focility s customr service decision

[ reported Food intoterance

|:| Reported Major Bodily [ Facility will provide modificatian,

[] Faciiity will pravide mesification D Reported Major Bodily
Function Affected [ Faciiity wili nat provide medifization

Function Affected [ Facility will nat provide modification

void All Dairy
Reason: Milk Allergy

Soy Milk and other dairy

alternatives meet the meal pattern

ation)
a2 preferred brand)

& milk allergy is a disability so |

accept accommodation

mark those boxes in Section 2.

sting an accommodation beyond
Jation provided by the facility. The
_arring the cost of the mena modification
" bring this item from hame.

g claimed for

or less is provided from home, meals ana.

The facility ack dges that if one o
reimbursement. Meals and snacks with two or more components provided from home

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months wh

1 nitial Request fal
Arizona Depart

Medical Authg

D 1-Month Request
A facility participating in the Child ang

requested n

] 3-Menth Request ——
Patient First & Last Name

List the food(s) to be

|:| 6-Month Request

Documentation Required: Sections 1 & 2

LTI G L S e and request Medical Authority Documentation

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility Representative N

| Date

Facility Representative Name

Updated: lanuary 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature

Physician




Request: Avoid All Dairy
Reason: Milk Allergy

[ sign and date the form.

We completed Sections 1

<

ol &

Child and Adult Care Food Program and 2. ThiS mOdification iS *nu Medification)

quested (e.q. a preferred brand)

Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any d d o b o l = Illl
must reasonably accommodate a participant's need. ue to a disability so

major bodily function affected by a food item. All required menu modi
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.
TR on 7o B2 Completed by Parent/Guardian Comp]ete Section 3 next. ardian i requesting an accommodation beyond
.able accommadation provided by the facility. The
quardian is incurring the cost of the meny modification

partiipants Fist & Lasteme | Samuel King psteotminn | 11 /13 /17 and wil ring his e from hame.

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

an does not accept accommaodation

Food(s) to be avoided
g claimed for

dges that if one o or less is provided from home, meals and sn

: The facili
All D alry S Oy N /A regil:;:.ll::e:n:nt Meals and snacks with two or more compenents provided from home

Facility Representative Name

Explain how exposure to the food|(s) affects the participant:
Parent/Guardian Name

Hives and skin rash, wheezing, difficulty breathing
Parent/Guardian Name MCKenZle Klng | Date | 01/08/20 A, Timeline — Medical Aut

This section should be used by a facility when a required a

S / ’
Parent/Guardian Signature WZUI LA
MceKenzie K 6\ meal pattern and the facility is waiting for Medical Authority Docums]

allows a facility to claim for up to 6 months wh

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required. D Initial Reguest fol
Arizona Depart

Medical Authg

Medification meets the CACFP Meal Pattern I:‘ Maodification does not meet the CACFP Meal Pattern
D 1-Month Request

A facility participating in the Child and

Required Accommodation  er  Optional Accommodation Required Accommodation  or  Optional Accommodation
requested n
Non-Medical Non-Medical ] 3-Menth Request
Reported Food Aller; Reported Food Aller i i
P & L persomat preference [ eer & L] versonat preference LB BRSO
No madicol reason for the requast. Participont Meals and Snacks may not |:| &-Month Request List the food(s) to be

Accommodating this preference requast D Reported Food Intolerance | 59 S0gibie for reimbursamant ffa faciliy

[ reported Food intoterance
iz a facility's customer service decizion chooses to accommadate this request. _
Food(s) to be avoided
O Reported Major Bodily (] Faciiity will provide modification Reported Major Bodily L] Faciity will provide modification n Medical Authority
Function Affected [ Faciity wil not provide madification D Function affected [ Faciity will not provide modification meal pattern, proy

B e Documentation Required: Sections 1 & 2
o . and request Medical Authority Documentation
Facility Representative N

01/08/20

Facility Representative Name | Ash LCH Sa EV\Z | Date

Updated: lanuary 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat Physician

Medical Authority Name

Medical Authority Signature




Request: Avoid All Dairy
eason: Milk Allergy

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any

major bodily function affected by a food item. All required menu modifications must r e a participant’s need.
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be
made at the customer service discretion of the facility.

aco

Section 1. D ion —To Be leted by Parent/Guardian
Participant’s First & Last Name Samuel Klng ‘ Date nfBinhul/'] 2/17
List the food(s) to be omitted from the diet and the food|s) tF fid-
Food(s) to be avoided Allowable M-~ f=)

All Dairy Sov

e To reasonably accommodate, |

Hives and skin rash,

Mc? offer soy milk when milk is

Parent/Guardian Name

Parent/Guardian Signature 2

Discuss the modification re

Modification me

requestor accepts this

Required Accommedation

Reported Food Allergy

I:‘ Reportad Food Intolerance A

iza focu..
|:| Reported Major Bodily [] Faciiity L
Function Affected 1 Fociity wit o

Documentation Required: Section. _
and request Medical Authority Documentation

Facility Representative Name | AS M LCH Sa enZ | Date 01/0 8/20

Documentation Required: Sections 1 & 2

Updated: lanuary 2020 This institution is an equal opportunity provider.

Child and Adult Care Food Program
Participant Menu Modification

Section 3. iation of

Negotiation: Facility-Provided Reasanable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

The faciliry will provide: Soy Milk, Beans, indicaespecnc | Kirkland Organic
- 4 _|Peas, Tofu Brand Fappiicable: | Plain Soy Milk

Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation

The ‘guardian is requesting an a dation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification

and will bring this item from hame.

The facility is purchasing the reasonable menu
modification that is being provided.

Notes:

offered and beans, peas, or tofu

instead of cheese and yogurt. The

accommodation and we both sign.

The facility ack ges that if one o or less is provided from home, meals and sn e claimed for
reimbursement. Meals and snacks with two or more components provided from home "

-ility Representative Name | M[CKenzie Klng
Ashley Saenz

arent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
“tern and the facility is waiting for Medical Authority Documef
allows a facility to claim for up to 6 months wh

1 Request fol
Arizona Depart
Medical Authg
nth Request
A facility participating in the Child ang

requested n

Month Request -
Patient First & Last Name

| &-Month Requesd List the faod(s) to be

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

r Representative N§

The followir
Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature

Physician




Request: Vegetarian

Reason: Religious

Child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant wha discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must r bly ace date a participant’s need.
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.
Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

Required Accommodation  er  Optional Accommodation Required Accommodation  or  Optional Accommodation
[] reported Food allergy O Non-Medical [[] reportedrood aliergy [ Normedica
parsonal preference personal preference

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.
Accommodating this preference requast D Reported Food Intolerance

[ reported Food intoterance
iz a focility’s customar service decision

Child and Adult Care Food Program
Participant Menu Modification

Section 3. iation of

Negotiation: Facility-Provided Reasanable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

- . o Indicate Specific
The facility will provide: Brand if applicable-
I:| Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation
_ - . ) The ‘quardian is requesting an ax dation beyond
T "effﬁ’;}ga"tﬂ:i‘;:;’i ?:f.’"“r‘; ’l‘rge"’ﬂ.’“"“ the reasonable accommodation provided by the facility. The
" ’ ehs - parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

Notes:

g claimed for

ed from home, meals and sn

The facility ack dges that if one o or less is pro
reimbursement. Meals and snacks with two or more components provided from home

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months whilg]

1 nitial Request fal
Arizona Depart

Medical Authg

D 1-Month Request
A facility participating in the Child ang

requested n

3-Month Request) -
Patient First & Last Name

List the food(s) to be

[ Facility will provide modificatian,

Food(s) to be avoided

Medical Authority]
meal pattern, proy

O
|:| 6-Month Request
O

Facility Representative N

D Reported Major Bodily [] Faciiity will pravide mesification Reported Major Bodily
Function Affected [ Faciiity wil not provide medification D Function Affected [ Facility will nat provide medification
. . . Documentation Required: Sections 1 & 2
Documentation Required: Sections 1 & 2 = = 3
o and request Medical Authority Documentation
Facility Representative Name | Date
Updated: lanuary 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat Physician

Medical Authority Name

Medical Authority Signature




Request: Vegetarian

Reason: Religious

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu m must r bly a date a participant’s need.
Menu modifications are optionaf for any participant who has a dical personal p e and an acc ion may be
made at the customer service discretion of the facility.

Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

Required Accommedation  or  Optional Accommodation Required Accommodation  or  Optional Accommodation
Non-Medical Non-Medical
Reported Food Alle Reparted Food Alier,
D P ey D Personal preference D P &Y D personal preferance

No medical reasen for the request. Participant Meals and Snacks may not

Accommodating this preference requast D Reported Food Intolerance | 59 S0gibie for reimbursamant ffa faciliy
iz a focility s customr service decision choases to accommodate this request.

[ reported Food intoterance

L] Faciity will provide modification
[ Faciity will not provide modification

|:| Reported Major Bodily [] Faciiity will pravide mesification

Reported Major Bodily
Function Affected D

[ Faciiity will ne provide modification Function affected

Documentation Required: Sections 1 & 2

PTIEETEIE L R and request Medical Authority Documentation

Facility Representative Name | Date

Updated: January 2020 This institution is an equal opportunity provider.

Now, it’s .

"t Care Food Program
1enu Modification

of

le Accommaodation (Menu Modification)
-ily the accommodation requested [e.q. a preferred brand)

Indicate Specific
and if appiicable:

_—| Parent/Guardian does not accept accommodation

The ‘guardian is requesting an a dation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification
and will bring this item from hame.

Notes:

di that if one c

The facility ack

or less is provided from home, meals and sn
reimbursement. Meals and snacks with two or more components provided from home

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months wh

1 nitial Request fal

D 1-Month Request

Arizona Depart
Medical Authg

Afacility participating in the Child ang
requested n

] 3-Menth Request ——
Patient First & Last Name

List the food(s) to be

|:| 6-Month Request

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility Representative N

Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature

Physician




Request: Vegetarian

Reason: Religious

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu modifications must r bly a date a participant’s need.
Menu modifications are optionaf for any participant who has a dical personal p i
made at the customer service discretion of the facility.

e and an acc may be

Section 1. D ion —To Be by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. ~To Be C by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

Required Accommodation o  Optional Ac dati G i or  Optional Accommodation
Non-Medical Non-Medical
Reported Food Aller Reported Food Aller;
L= e O3 ersormt srtorence L e g L. sersonatrorerence

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.

Accommodating this preference requast D Reported Food Intolerance

[ reported Food intoterance
iz a focility’s customar service decision

[ Facility will provide modificatian,

Reported Major Badily
D [ Faciity will not provide modification

[ Facility will provide medification Reported Major Bodily
Function Affected D

[ Faciiity will ne provide modification Function affected

Documentation Required: Sections 1 & 2

PTIEETEIE L R and request Medical Authority Documentation

Facility Representative Name | Date

Updated: January 2020 This institution is an equal opportunity provider.

I'll ask the requestor to

complete and sign Section 1.

osono.

1

1u Modification)
Juested fe.g. a preferred brand)

_uJardian does not accept accommodation

quardian is req ana dation beyond
nabis accommadation provided by the facility. The

moy - oeing providea. poi<nc/guardian is incurring the cost of the menu modification
~nd will bring this item from hame.
Notes:
The facility ack dges that if one o or less is provided from home, meals and sn

reimbursement. Meals and snacks with twe or more components provided from home

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Authorit

This section should be used by a facility when a required a
meal pattern and the facility is waiting for Medical Authority Document;
allows a facility to claim for up to 6 months while wa

1 nitial Request fal
Arizona Depart

Medical Authori

D 1-Month Reques
A facility participating in the Child and|

requested m

3-Month Request] —
Patient First & Last Name

6-Month Request]

Food(s) to be avoided

Medical Authority]
meal pattern, proy

O
|:| List the food(s) to be ol
O

Facility we N3

The following recol
Dentist, Homeopathic Physician, Naturopathic P

Medical Authority Name

Medical Authority Signature




Request: Vegetarian
Reason: Religious

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any

major bodily function affacted by a food item. All required menu m

Menu modifications are optional for any participant who has a

made at the customer service discretion of the facility.

mustr bly a

a participant’s need.

e and an aco

dical personal p

ion may be

Section 1. D

ion —To Be G

by Parent/Guardian

Participant’s First & Last Name

Melissa Lee

Date of Birth

11/07/15

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

The meal pattern can be met by
providing meat alternates when
meat is served. The reason for the

request is preference.

L * accommodation

smmadation beyond

Food(s) to be avoided

Allowable Modification(s)

Addition;

al instructions, requirements, or

maodifications such as special equipment,

texture, thickness, etc.

Meat

Any Meat

N/A

Alternatives

s ] y -
. mede. ed by the facility. The
on that is bewy pnwvoed. e anisincurring the cost of the menu modification
and will bring this item from © =
Notes:
The farility ack dges that if one o or lass is provided from home, meals and sn

reimbursement. Meals and snacks with twe or more components provided from home

Explain how exposure to the food|(s) affects the participant:

Facility Representative Name

N/A

Parent/Guardian Name

Parent/Guardian Name

James Royce

| Date

[01/17/20

A. Timeline — Medical Authorit

Parent/Guardian Signature

James RD(!/JIO&

Section 2.

—To Be G

by the CACFP Facility

This section should be used by a facility when a required a
meal pattern and the facility is waiting for Medical Authority Document;
allows a facility to claim for up to 6 months while wa

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Modification meets the CACFP Meal Pattern

I:‘ Modification does not meet the CACFP Meal Pattern

1 nitial Request fal
Arizona Depart

Required Accommedation

or  Optional Accommodation

Required Accommodation

or Optional Accommodation

Medical Authori

D 1-Month Reques
A facility participating in the Child and|

[] reported Food allergy

Non-Medical
Parsonal Preference

[ reported Food intoterance

¥ No nWdical reason for the request.
Accommodating this praferance raquest
iz @ facility s customar servica decision

[ reported Food allergy

I:‘ Non-Medical
personal preferanca

[ reported rood intolerance

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

requested m

] 3-Menth Request ——
Patient First & Last Name

List the food(s) to be ol

|:| 6-Month Request

|:| Reported Major Bodily
Function Affected

(] Facility will pravide medification
[ Faciity wil not provide madification

Reported Major Bodily
D Function Affected

L] Faciity will provide modification
[ Faciity will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility Representative Name

| Date

Facility Representative N

Updated: January 2020

This institution is an equal opportunity provider.

The following recol
Dentist, Homeopathic Physician, Naturopathic P

Medical Authority Name

Medical Authority Signature




Request: Vegetarian
eason: Religious

This is optional for me to

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu m

Menu modifications are optional for any participant who has a

mustr bly a

date a participant's need.

e and an aco

ion may be

made at the customer service discretion of the facility.

dical personal p

Section 1. D

ion —To Be G

by Parent/Guardian

Participant’s First & Last Name

Melissa Lee

Date of Birth

11/07/15

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

accommodate, but I will, because |
want to provide excellent customer

service to the families I serve.

L * accommodation

: ommodation beyond
o u "
) moda. ed by the facility. The
on that is bewy pnwvoed. _ani 15 incurting the cost of the mena madification
and will bring this item from * =

Food(s) to be avoided

Allowable Modification(s)

Additional instructions, requirements, or
maodifications such as special equipment,

texture, thickness, etc.

Notes:

Meat

Any Meat

N/A

Alternatives

The facility ack dges that if one o or less is provided from home, meals and sn
reimbursement. Meals and snacks with two or more compenents provided from home

Explain how exposure to the food|(s) affects the participant:

Facility Representative Name

N/A

Parent/Guardian Name

Parent/Guardian Name

James Royce

| Date

[01/17/20

A. Timeline — Medical Authorit

Parent/Guardian Signature

James RD(!/JIO&

Section 2. —To Be G

by the CACFP Facility

This section should be used by a facility when a required a
meal pattern and the facility is waiting for Medical Authority Document;
allows a facility to claim for up to 6 months while wa

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

Modification meets the CACFP Meal Pattern

I:‘ Modification does not meet the CACFP Meal Pattern

1 nitial Request fal
Arizona Depart

Required Accommedation

or  Optional Accommodation

Required Accommodation

or Optional Accommodation

Medical Authori

D 1-Month Reques
A facility participating in the Child and|

[] reported Food allergy

Non-Medical
Parsonal Preference

O

Reported Food Allergy

I:‘ Non-Medical
personal preferanca

[ reported Food intoterance

¥ No nWdical reason for the request.

Accommodating this praferance raquest

iz @ facility's customar service decision
P

O

Reported Food Intolerance

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

requested m

] 3-Menth Request ——
Patient First & Last Name

List the food(s) to be ol

|:| 6-Month Request

|:| Reported Major Bodily
Function Affected

Facitity will provide medification
[ Faciiity wil not provids madification

O

Reported Major Bodily
Function Affected

L] Faciity will provide modification
[ Faciity will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility Representative Name | S a V\,d Ya C‘a \/LV\/

| Date

01/17/20

Facility Representative N

Updated: January 2020

This institution is an equal opportunity provider.

The following recol
Dentist, Homeopathic Physician, Naturopathic P

Medical Authority Name

Medical Authority Signature




Request: Vegetarian
Reason: Religious

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serve

regulation. Menu modifications are required for any participant who discloses a fo-
major bodily function affected by a food item. All required menu modifications

Menu modifications are optional for any participant who has a non-medical |

made at the customer service discretion of the facility.

Section 1. D

ion — To Be Complets

Participant’s First & Last Name

List the food(s) to be omitted from the diet and the food|

Food(s) to be avoided

Allowable Modification(s)

Explain how exposure to the food|s) affects the participan

Parent/Guardian Name

| Date |

You are correct! Section 3 is not
required because it is a preference
request and Medical Authority
Documentation is not required
because the modification meets the

meal pattern! You're doing great!

Pare

Adult Care Food Program
1t Menu Modification

ation of

onable Accommodation (Menu Modification)
necessarily the accommodation requested fe.qg. a preferred brand)

Indicate Specific
Brand if applicable:

|:| Parent/Guardian does not accept accommodation

The ‘guardian is requesting an a beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification
and will bring this item from hame.

rovided from home, meals and sn e claimed for

_omponents provided from home "

A. Timeline

Parent/Guardian Signature

Section 2. Assessment —To Be C

by the CACFP Facility

This section should be used by a facility when a 1equired aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months wh

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Medification meets the CACFP Meal Pattern

I:‘ Modification does not meet the CACFP Meal Pattern

1 nitial Request fal

Required Accommodation  or  Optional Accommodation

Required Accommodation or Optional Accommodation

D 1-Month Request

I:‘ Rreported Food allergy D Non-Medical

Personal Preference

I:‘ Reported Food Allergy I:‘ “m'l‘r’":l':::’:;mg

No medical reasen for the request.
Accommodating this preference requast

[ reported Food intoterance
iz a focility’s customar service decision

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility

[ reported rood intolerance
choozes to accommodats this request.

Arizona Depart
Medical Authg

Afacility participating in the Child ang
requested n

] 3-Menth Request ——
Patient First & Last Name

|:| 6-Month Request

List the food(s) to be

|:| Reported Major Bodily [] Faciiity will pravide mesification

Function Affected [ Faciiity wili nat provide medifization

D Reported Major Bodily [ Faciiity will provida modification

Function Affected [ Facility will nat provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility Representative Name

| Date

Facility Representative N

Updated: lanuary 2020

This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature

Physician




Request: FDA Exempt Infant Formula
Reason: Protein Sensitivity / Allergy

it

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu medifications must reasonably accommodate a participant’s need.
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.

Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or

maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name | Date |

Parent/Guardian Signature

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

Required Accommodation or Optional Accommodation

I:‘ Non-Medical
personal preferanca

Required Accommodation  or  Optional Accommodation

D Non-Medical
Parsonal Preference

[] reported Food allergy [ reported Food allergy

Child and Adult Care Food Program
Participant Menu Modification

Section 3. iation of

Negotiation: Facility-Provided Reasanable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

Indicate Specific

The facility will provide: Brand if appiicable:

I:| Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation

The ‘guardian is requesting an a dation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification
and will bring this item from hame.

The facility is purchasing the reasonable menu
modification that is being provided.

Notes:

g claimed for

ed from home, meals and sn

The facility ack dges that if one o or less is pro
reimbursement. Meals and snacks with two or more components provided from home

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months whilg]

1 nitial Request fal
Arizona Depart

Medical Authg

D 1-Month Request
A facility participating in the Child ang

requested n

3-Month Request) -
Patient First & Last Name

List the food(s) to be

[ reported Food intoterance

No medical reasen for the request.
Accommodating this preference requast D Reported Food Intolerance
iz a focility s customr service decision

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

|:| Reported Major Bodily
Function Affected

[] Faciiity will pravide mesification

Reported Major Bodily
O fa D

Function Affected

 will not provide medification

L] Faciity will provide modification
[ Faciity will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Food(s) to be avoided

Medical Authority]
meal pattern, proy

O
|:| 6-Month Request
O

Facility Representative N

Facility Representative Name

| Date

Updated: lanuary 2020

This institution is an equal opportunity provider.

The follow

Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature

Physician




Request: FDA Exempt Infant Formula
eason: Protein Sensitivity / Allergy

Child and Adult Care Food Program
Participant Menu Modification

€
Child and Adult Care Food Program ':
ammaodation (Menu Modification)

Participant Menu Modification ~ccommodation requested (e.g. a preferred brand)

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any te Specific
major bodily function affected by a food item. All required menu modifications must r bly acc date a participant’s need. pplicable:
Meanu modifications are optional for any participant who has a non-medical personal preference and an accommodation may be
made at the customer service discretion of the facility. t/Guardian does not accept accommodation
‘quardian is requesting an ax dation beyond
snable accommodation provided by the facility. The

Section 1. D ion —To Be leted by Parent/Guardian |

roripanstisasneme | Enrico Hodgkin | eeeorsnn| 12,/05 /19 Does this modification meet e e e o

List the food(s) to be omitted from the diet and the food(s) that should be provided instead: .
Additional instructions, requir th e me al pattern? I S lt

Food(s) to be avoided Allowable Modification(s) maodifications such as specia’
texture, thickness,
g claimed for

Infant Formula [Similac Alimentum N/A required? What sections of i

- — ER.|)|ﬂiI’I how exposure to the food|(s) affects the participant: the form Wlll you Complete?
Protein Sensitivity + Allergy
Parent/Guardian Name ]ames Royce | Date | 01/17/20 N

Parent/Guardian Signature l a mes RD U ce .aould b
(&) e = facility is waits _eun
allows a facility to claw.. —aths wh

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required. Initial Reguest fol
Arizona Depart

D Moedification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern Medical Authd
1-Month Request
Required Accommeodation  or  Optional Accommodation Required Accommodation  or  Optional Accommodation A facility participating in the Child ang
requested n
Non-Medical Non-Medical 3-Month Regquest
Reported Food All Reported Food All i i
L] repored ood slerz O recoratmetuence | L] Peporedrondatersy L personateretrence Patient First & Las Name

List the food(s) to be

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.
Accommodating this preference requast D Reported Food Intolerance
iz a focility s customr service decision

I:‘ Reported Food Intolerance 6-Month Request

Food(s) to be avoided

Oo|/oo|jg| o

|:| Reported Major Bodily [ Facility will provide modification Reported Major Bodily [ Facility will provide modificatian, Medical Authority]
Function Affected [ Faciity wil not provide madification D Function affected [ Faciity will not provide modification meal pattern, proy
B - q Documentation Required: Sections 1 & 2
Documentation Required: Sections 1 & 2 a =] o 5
and request Medical Authority Documentation
Facility Representative N
Facility Representative Name | Date

The followin

Dentist, Homeopathic Physician, Naturopat Physician

Updated: lanuary 2020 This institution is an equal opportunity provider.

Medical Authority Name

Medical Authority Signature




Request: FDA Exempt Infant Formula
eason: Protein Sensitivity / Allergy

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serve:
regulation. Menu modifications are required for any participant who discloses a food

major bodily function affected by a food item. All required menu modifications must 1
Menu modifications are optionaf for any participant who has a non-medical person:
made at the customer service discretion of the facility.

Section 1. D ion —To Be (-

Participant’s First & Last Name Enrlco H Od -

List the food(s) to be omitted from the df

Food(s) to be avoided Allow

Infant Formula [Simila

Explain how exposure to

Protein Sensitivity + Allerg)

James Royce

Parent/Guardian Name

Parent/Guardian Signature l a mes RDEJ ce

Section 2. —To Be (s by the

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.
A

D Modification meets the CACFP Meal Pattern Modification does not meet the CACFP Meal Pattern

Required Accommodation  er  Optional Accommodation Required Accommodation  or  Optional Accommodation

Non-Medical Non-Medical
Reported Food Allergy Reported Food aller
P D Personal preference P &Y D Personal Preference

No medical reasen for the request. Participant Meals and Snacks may not

D Reported Food Intolerance Accommodating this preference rmquest D Reportad Food Intolerance be aiigibie for reimbursement if a fcility
iz a focility s customr service decision choases to accommodate this request.

|:| Reported Major Bodily [ Facility will provide modificatian,

Function Affected

[ Facility will provide medification Reported Major Bodily
Function Affected

[ Faciity wil not provide madification [ Faciity will not provide modification

Documentation Required: Sections 1 & 2

PTIEETEIE L R and request Medical Authority Documentation

Facility Representative Name | Sa V\/d Ya C‘aviv\l | Date 1/17_/:20

Updated: January 2020 This institution is an equal opportunity provider.

I checked the list of FDA Exempt Infant
Formulas, and Similac Alimentum is on the
list.  need Medical Authority
Documentation for this formula. Protein
sensitivity and allergy are considered a
disability, so I will provide a reasonable

accommodation and complete Section 3.

~hild and Adult Care Food Program
rticipant Menu Modification

Totiation of

3sonable Accommodation (Menu Medification)
necessarily the accommodation requested (2.g. a preferred brand)

Indicate Specific
Brand if applicable:

|:| Parent/Guardian does not accept accommodation

The ‘guardian is requesting an a dation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification

and will bring this item from hame.

m home, meals and sn

wided from home

— Medical Authoril

3 required a
ity Document
clain. «enths while wal

Initial Request fol

Arizor
Med:

1-Month Requs

Afacility participating in the Child and|
requested m

3-Month Request]

Patient First & Last Name

6-Month Request]

List the food(s) to be ol

Food(s) to be avoided

DDDDD‘

Medical Authority]
meal pattern, proy

Facility Representative N

The following recol
Dentist, Homeopathic Physician, Naturopathic P

Medical Authority Name

Medical Authority Signature




. Request: FDA Exempt Infant Formula
eason: Protein Sensitivity / Allergy

[ offer Similac Alimentum
and the family accepts. We

both sign Section 3.

Child and Adult Care Food Program
Participant Menu Modification

Section 3. iation of

Negotiation: Facility-Provided Reasanable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

I o l 3 Indicate Specific S - . l
The facility will provide: A 1mentum Brand if applicable: 1millac
P 3
Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation
_ - . ) The ‘quardian is requesting an ax dation beyond
T "ef;‘ﬁ:}gaii’:if’::ﬂ ?;’"’r‘; ’l‘rge':.’“"“ the reasonable accommodation provided by the facility. The
" ’ ehs - parent/guardian is incurring the cost of the menu modification
and will bring this item from home.
Notes:
The facility ack di that if one c or less is provided from home, meals and snacks can continue to be claimed for

reimbursement. Meals and snacks with twoe or more components provided from home cannet be claimed for reimbursement.

Facility Representative Name k>0 WOLY A C(ﬂVLVL Signature 1/17/20

Parent/Guardian Name | 1110 2S TR 3 ce Signature 1/1F/20

A. Timeline — Medical Authority D

This section should be used by a facility when a required accommodation is being made that does not meet the
meal pattern and the facility is waiting for Medical Authority Doc ion to be © and returned. Completion of this section
allows a facility to claim for up to 6 months while waiting for Medical Authority Documentation.

D Initial Request for Medical Authority Documentation Date: Staff Initials:
D 1-Month Request for Medical Authority Documentation Date: Staff Initials:
|:| 3-Month Request for Medical Authority Documentation Date: Staff Initials:
|:| 6-Month Request for Medical Authority Documentation Date: Staff Initials:

D Medical Authority Documentation has not been provided within & months. The meals and snacks that do not meet the
meal pattern, provided to this participant to accommodate a disability, can no longer be claimed for reimbursement.

Facility Representative Name Signature

This institution is an equal opportunity provider.




Request: FDA Exempt Infant Formula
eason: Protein Sensitivity / Allergy

Child and Adult Care Food Program

I glVe Enrlco’s dad the Medlcal Participant Menu Modification

Section 3. iation of

AUth O rity D 0 Cum e ntati O n fo rm . I n “acility-Provided Reasonable ncmmmodatio‘n {Menu Madification)

~—adations are not necessarily the accommodation requested (e.g. a preferred brand)
the meantime, I complete the m pameeteseeec| Similac

|:| Parent/Guardian does not accept accommodation

Timeline Section so thatI can 14 porent/auardio i eauesing an accommocation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the menu modification
and will bring this item from home.

continue to claim while waiting for

Enrico’s dad to return the form.

anent or less is provided from home, meals and snacks can continue to be claimed for
40 o mors compenents provided from home cannot be claimed for reimbursement.

Facility newesentative lie ara C(ﬂVLVL Signature 1/17/20
Parant/Guardian Name | james R,Og ce Signature 1/13#/20

A. Timeline — Medical Authority D

This section should be used by a facility when a required accommodation is being made that does not meet the
meal pattern and the facility is waiting for Medical Authority Doc ion to be © and returned. Completion of this section
allows a facility to claim for up to 6 months while waiting for Medical Authority Documentation.

Xmial Request for Medical Authority Documentation Date: 1/17/20 Staff Iniials: SG

D 1-Month Request for Medical Authority Documentation Date: Staff Initials:
|:| 3-Month Request for Medical Authority Documentation Date: Staff Initials:
|:| 6-Month Request for Medical Authority Documentation Date: Staff Initials:

D Medical Authority Documentation has not been provided within & months. The meals and snacks that do not meet the
meal pattern, provided to this participant to accommodate a disability, can no longer be claimed for reimbursement.

Facility Representative Name Sandr‘a Gavin Signature Sa Wd Ya qav’bw

This institution is an equal opportunity provider.




Request: FDA Exempt Infant Formula
Reason: Protein Sensitivity / Allergy

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical cont
major bodily function affected by a food item. All required menu modifications must r
Menu modifications are optionaf for any participant who has a non-medical personal preference and an ar-

made at the customer service discretion of the facility.

bly ace date a parti

Section 1. D

ion —To Be Completed by Parent/Guardian

Participant’s First & Last Name

Date of Birth

List the food(s) to be omitted from the diet and the food(s) that should be pr

Food(s) to be avoided

Allowable Modification(s) maodifica

Additior

1

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name

| Date |

Yes, Scenario #3 requires you
to complete the
The Timeline section is

required to continue claiming.

Parentfi

Child and Adult Care Food Program

2articipant Menu

Modification

‘legotiation of

Reasonable Accommaodation (Menu Modification)
not necessarily the accommodation requested (e.g. a preferred brand)

Indicate Specific
Brand if applicable:

|:| Parent/Guardian does not accept accommodation

The ‘quardian is req dation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification

and will bring this item from hame.

an a

ovided
.iponents

from home, meals and sn; g claimed for

provided from homs "

A. Timelin

Parent/Guardian Signature

Section 2. Assessment —To Be C

by the CACFP Facility

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months wh

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Medification meets the CACFP Meal Pattern

I:‘ Modification does not meet the CACFP Meal Pattern

1 nitial Request fal

Required Accommodation  or  Optional Accommodation

Required Accommodation or Optional Accommodation

D 1-Month Request

A facility participating in the Child and

I:‘ Rreported Food allergy D Non-Medical

Personal Preference

No medical reasen for the request.
Accommodating this preference requast

[ reported Food intoterance
iz a focility’s customar service decision

I:‘ Reported Food Allergy I:‘ “m'l‘r’":l':::’:;mg

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

[ reported rood intolerance

Arizona Depart
Medical Authg

requested n

3-Month Request]

Patient First & Last Name

List the food(s) to be

|:| Reported Major Bodily [] Faciiity will pravide mesification

Function Affected [ Faciiity wili nat provide medifization

D Reported Major Bodily [ Faciiity will provida modification

Function Affected [ Facility will nat provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Food(s) to be avoided

O
|:| 6-Month Request
O

Medical Authority]
meal pattern, proy

Facility Representative Name

| Date

Facility Representative N

Updated: lanuary 2020

This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature

Physician




Request: Coconut M
Reason: Preference

Child and Adult Care Food Program
Participant Menu Modification
This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant wha discloses a food allergy, intolerance, medical condition, or any

major bodily function affected by a food item. All required menu modifications must r bly ace date a participant’s need.
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.

Child and Adult Care Food Program
Participant Menu Modification

Section 3. iation of

Negotiation: Facility-Provided Reasanable Accommaodation (Menu Modification)
Note: Required Reasonable Accommodations are not necessarily the accommodation requested (e.g. a preferred brand)

Indicate Specific

The facility will provide: Brand if appiicable:

Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Date of Birth

I:| Parent/Guardian accepts accommodation |:| Parent/Guardian does not accept accommodation

The ‘guardian is requesting an a dation beyond
the reasonable accommodation provided by the facility. The
parent/guardian is incurring the cost of the mena modification
and will bring this item from hame.

The facility is purchasing the reasonable menu
modification that is being provided.

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Notes:

g claimed for

ed from home, meals and sn

The facility ack dges that if one o or less is pro
reimbursement. Meals and snacks with two or more components provided from home

Explain how exposure to the food|(s) affects the participant:

Facility Representative Name

Parent/Guardian Name

Parent/Guardian Name | Date |

A. Timeline — Medical Autl

Parent/Guardian Signature

Section 2. Assessment — To Be (i by the CACFP Facility

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months whilg]

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern

1 nitial Request fal
Arizona Depart

Required Accommodation  er  Optional Accommodation Required Accommodation  or  Optional Accommodation

Medical Authg

D 1-Month Request
A facility participating in the Child ang

Non-Medical Non-Medical
Reported Food Allerg) Reported Food Aller;
P & D Personal preference P &Y D Personal Preference

requested n

3-Month Request) -
Patient First & Last Name

List the food(s) to be

[ reported Food intoterance

No medical reasen for the request.
Accommodating this preference requast
iz a focility s customr service decision

[ reported rood intolerance

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

|:| Reported Major Bodily
Function Affected

[] Faciiity will pravide mesification

O fa

 will not provide medification

Reported Major Bodily
D Function Affected

L] Faciity will provide modification
[ Faciity will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Food(s) to be avoided

Medical Authority]
meal pattern, proy

O
|:| 6-Month Request
O

Facility Representative N

Facility Representative Name

| Date

Updated: lanuary 2020

This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat

Medical Authority Name

Medical Authority Signature




Request: Coconut Milk

Reason: Preference

ol &

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any
must r bly acc date a participant’s need.

major bodily function affected by a food item. All required menu modi
Menu modifications are optionaf for any participant who has a non-medical personal preference and an accommodation may be

made at the customer service discretion of the facility.

Section 1. D ion —To Be leted by Parent/Guardian

Participant’s First & Last Name Steven Moore Date of Birth 05/0 1/12

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

Milk Coconut Milk N/A

Explain how exposure to the food|(s) affects the participant:

N/A - Family Preference

paenyauaramnname | Madilyn Moore | o= | 01/22/20

Parent/Guardian Signature Ma diL(MJ N Mooye

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern I:‘ Modification does not meet the CACFP Meal Pattern
Required Accommedation  or  Optional Accommeodation Required Accommodation  or  Optional Accommodation
[] reported Food allergy O Non-Medical [[] reportedrood aliergy [ Normedica
parsonal preference personal preference

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.

I:‘ Reportad Food Intolerance Accommodating this praferance raquast I:‘ Reported Food Intolerance
iz a facility's customer service decizion

Does this modification

meal pattern? Is it required? L—

What sections of the form will

Notes:

you Comp]ete? son provided by the acilty. The

meet the

nj

cept accommodation

.a an accommadation beyond

g the cost of the meny modification
g this item from home.

The facility ack di that if one c or less is provided

reimbursement. Meals and snacks with twe or more components provided from home

g claimed for

from home, meals and sn

Facility Representative Name

Parent/Guardian Name

A. Timeline — Medical Autl

This section should be used by a facility when a required aj
meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months wh

1 nitial Request fal
Arizona Depart

Medical Authg

D 1-Month Request
A facility participating in the Child ang
requested n

3-Month Request) -
Patient First & Last Name

6-Month Request]

Food(s) to be avoided

Medical Authority]
meal pattern, proy

O
|:| List the food(s) to be
O

Facility Representative N

|:| Reported Major Bodily [ Facility will pravide modification Reported Major Bodily [ Facility will provide medification
Function Affected [ Faciity wil not provide madification D Function affected [ Faciity will not provide modification
. . . Documentation Required: Sections 1 & 2
Documentation Required: Sections 1 & 2 = = 3
& and request Medical Authority Documentation
Facility Representative Name | Date
Updated: lanuary 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopat

Physician

Medical Authority Name

Medical Authority Signature




Request: Coconut Mi

eason: Preference

Child and Adult Care Food Program
Participant Menu Modification

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condition, or any
major bodily function affected by a food item. All required menu modifications must r bly a
Menu modifications are optionaf for any participant who has a dical personal p e and an acc
made at the customer service discretion of the facility.

a participant’s need.
ion may be

Section 1. D ion —To Be G

by Parent/Guardian

Participant’s First & Last Name Date of Birth

Steven Moore 05/01/12

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Coconut milk does not
meet the meal pattern
and there is no medical

reason for the request.

ification)
2.9. a preferred brand)

+es not accept accommoedation

.an i requesting an accommadation beyond
commadation provided by the facility. The
incurring the cost of the menu modification
4 will bring this item from home.

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

Notes:

Milk Coconut Milk N/A

The facility ack

that if one c

or less is provided from home, meals and sn
reimbursement. Meals and snacks with two or more compenents provided from home

Explain how exposure to the food|(s) affects the participant:

Facility Representative Name

N/A - Family Preference

Parent/Guardian Name

Madilyn Moore | o= [ 01/22/20

Parent/Guardian Name

A. Timeline — Medical Authorit

Parent/Guardian Signature

Mad’Lng Moore

Section 2. ~To Be C by the CACFP Facility

This section should be used by a facility when a required a
meal pattern and the facility is waiting for Medical Authority Document;
allows a facility to claim for up to 6 months while wa

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required.

D Modification meets the CACFP Meal Pattern Modification does not meet the CACFP Meal Pattern

1 nitial Request fal

v

Required Accommodation o  Optional Ac

Ac i or Optional Accommodation

Arizona Depart

Medical Authori

D 1-Month Reques

Non-Medical

[] reported Food allergy rsonal preferance

|

D Non-Medical Reported Food Allergy
parsonal Preference

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

No medical reasen for the request.

Accommodating this preference requast D Reported Food Intolerance
iz a focility s customr service decision

[ reported Food intoterance

A facility participating in the Child anc|

requested m

] 3-Menth Request

Patient First & Last Name

List the food(s) to be ol

|:| 6-Month Request]

|:| Reported Major Bodily [ Facility will pravide modification Reported Major Bodily [ Facility will provide medification
Function Affected [ Faciiity wil not provide medification D Function Affected [ Facility will nat provide medification

Documentation Required: Sections 1 & 2

PTIEETEIE L R and request Medical Authority Documentation

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility Representative Name | Date

Facility we N3

Updated: January 2020 This institution is an equal opportunity provider.

Dentist, Homeopathic Physician, Naturopathic P

The following recq|

Medical Authority Name

Medical Authority Signature




Request: Coconut Milk
eason: Preference

~hild and Adult Care Food Program
articipant Menu Modification

] . =gotiation of
Child and Adult Care Food Program I can EIthel". E . -
Partici t M Modificati =asonable Accommaodation (Menu Madification)
articipant Menu IModitication 't necessarily the accommodation requested (2.g. o preferred brand)

This facility participates in the Child and Adult Care Food Program (CACFP) and serves |
regulation. Menu modifications are required for any participant who discloses a food a . Indicate Specific
major bodily function affected by a food item. All required menu modifications must re beca use I am not requlred Brand if appiicable:
Menu modifications are optional for any participant who has a non-medical personal
made at the customer service discretion of the facility. |:| Parent/Guardian does not accept accommodation

D G to accommodate a preference. T parnuadlo s epusing e ccmmmodation ey

the reasonable accommodation provided by the facility. The

Participant’s First & Last Name Steven M oor parent/quardian is incurring the cast of the meny madification

and will bring this item from hame.

List the food(s) to be omitted from the diet OR

Food(s) to be avoided Allowat

Milk Cocon knowing that I am S

ovided from home

o meeting the meal pattern and

N/A - Family Preference
/ : y i these meals and snacks.
Parent/Guardian Name Mad]lyn Moore wedical Authori

Parent/Guardian Signature Ma d LL Uun Moo YE 13 required a
(@) rity Document;
5 A ienths while wal
Section 2. —To Be C: by th. —
Discuss the modification request with the parent/guardian. Assess if an acCOMmMOdation .- «1€ meal pattern & if it is required. D INiMal neguese 1l
Arizon~
D Modification meets the CACFP Meal Pattern Modification does not meet the CACFP Meal Pattern Me¢
V- D 1-Month Request———————
Required Accommeodation  or  Optional Accommodation Required Accommodation  or  Optional Accommodation A facility participating in the Cnild and|
requested m
I:‘ Rreported Food allergy D Non-Medical I:‘ Reported Food Allergy Non-Medical |:| 3-Month Request Patient First & Last Name
parsonal Preference rsonal Preferance

No medical reasen for the request. Participant Meals and Snacks may not

D Reported Food Intolerance Accommodating this praference raquast D Reportad Food Intolerance be aiigibls for reimbursament if o focility |:| 6-Month Request]
iz a focility s customr service decision choases to accommodate this request.

List the food(s) to be ol

Food(s) to be avoided

D Reported Major Bodily [] Faciiity will pravide mesification Reported Major Bodily [ Facility will provide modificatian, D Medical Authority]
Function Affected [ Facitity will not provide modification D Function Affected [ Facility will nat provide medification meal pattern, proy

Documentation Required: Sections 1 & 2

PTIEETEIE L R and request Medical Authority Documentation

Facility Representative N

Facility Representative Name | Date

The following recq|

Updated: January 2020 This institution is an equal opportunity provider. Dentist, Homeopathic Physician, Naturopathic P

Medical Authority Name

Medical Authority Signature




Request: Coconut Milk
Reason: Preference

~hild and Adult Care Food Program
“ripant Menu Modification

ol &

Child and Adult Care Food Program
Participant Menu Modification

ition of

1able Accommaodation (Menu Medification)
-essarily the accommodation requested (e.g. o preferred brand)

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance with CACFP
regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical conditien, or any
date a participant’s need.
ion may be

Indicate Specific
Brand if applicable:

[ will deny the request

major bodily function affected by a food item. All required menu modifications must r bly a
Menu modifications are optionaf for any participant who has a dical personal p e and an acc
made at the customer service discretion of the facility.

|:| Parent/Guardian does not accept accommodation

and notify the parent. rhe prerpuersions

Section 1. D ion —To Be by Parent/Guardian 7 q an a o beyond
the reasonable accommodation provided by the facility. The
*s Fil . arent/guardian is incurring the cost of the menu modification
Rl AT Steven M oore Date of Birth O 5 / 0 1/ 1 2 ? ! and will bn‘nggzm's item j{J:lm home. g
1

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
maodifications such as special equipment,
texture, thickness, etc.

Food(s) to be avoided Allowable Modification(s)

The facility ack that if one c

reimbursement. Meals and snacks with twe or more con

or less is provided from home, meals and sn
ints provided from home

Milk Coconut Milk N/A

Facility Representative Name

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name

N/A - Family Preference

Parent/Guardian Name Mad]lyn M oore | Date | O 1/2 2 /2 0 A. Timeline — Medical Authori

Parent/Guardian Signature This section should be used by a facility when a required a

Mad’Lng Moore

meal pattern and the facility is waiting for Medical Authority Document;
allows a facility to claim for up to 6 months while wa

Section 2. —To Be C

by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required. D Initial Reguest fol

Arizona Depart
Medical Authori

D Modification meets the CACFP Meal Pattern Modification does not meet the CACFP Meal Pattern

V- D 1-Month Reques

Required Accommodation o  Optional Ac dati ired Ac i i Rt e et ey A facility participating in the Child and

Non-Medical
rsonal Preferance

] 3-Menth Request

|

[] reported Food allergy Reported Food Allergy

requested m
Non-Medical —
O Patient First & Last Name
parsonal Preference

[ reported Food intoterance

No medical reasen for the request.

Accommodating this preference requast D

iz a focility s customr service decision

Reported Food Intolerance

Participant Meals and Snacks may not
be aligible for reimbursamant if @ focility
choases to accommodate this request.

|:| Reported Major Bodily
Function Affected

[] Faciiity will pravide mesification

[ Faciity wil not provide madification D

Reported Major Bodily
Function Affected

[ Faciiity will pravide modificatian,

Facility will not provide modification

Documentation Required: Sections 1 & 2

Documentation Required: Sections 1 & 2
and request Medical Authority Documentation

Facility Representative Name | s a V\/d Ya C;G( \/LV\/ | Date

1/22/20

Updated: January 2020

This institution is an equal opportunity provider.

List the food(s) to be ol

|:| 6-Month Request]

Food(s) to be avoided

D Medical Authority]
meal pattern, proy

Facility we N3

Dentist, Homeopathic Physician, Naturopathic P

The following recq|

Medical Authority Name

Medical Authority Signature




Request: Coconut Milk
Reason: Preference

am

Yes, you can deny a preference

ol &

Child and Adult Care Food Program

Participant Menu Modification request_ NO additional =nu Modification)

n(s)

quested (e.g. a preferred brand)

This facility participates in the Child and Adult Care Food Program (CACFP) and serves meals and snacks in accordance w

regulation. Menu modifications are required for any participant who discloses a food allergy, intolerance, medical condit . . .

major bodily function affected by = food item. All required menu modifications must reasonably accommodate a partici documentation is requlred because
Menu modifications are optional for any participant who has 3 non-medical personal preference and an accommodatic

made at the customer service discretion of the facility.

does not accept accommodation

= —_— T = g ni ting ar nmodation beyond
Section 1. D ion —To Be by Parent/Guardian the request WaS denled. )xzrf::‘;‘(::rs‘bl:i:ﬂa:;:;:e;rzl;ﬁleﬁ:
participant’s First & Lasthame | Steyen Moore pateorginn | ()5 / 0 1/ 12 an s incurring the cost of the menu modification

and will bring this item from hame.

List the food(s) to be omitted from the diet and the food(s) that should be provided instead:

Additional instructions, requirements, or
Food(s) to be avoided Allowable Modification(s) maodifications such as special equipment,
texture, thickness, etc.

M llk C o COIlut M llk N/A The facility ack dges that if one c or less is provided from home & claimed for

reimbursement. Meals and snacks with two or more components provided fr.  .ne "

Facility Representative Name Signaty

Explain how exposure to the food|(s) affects the participant:

Parent/Guardian Name

N/A - Family Preference

Parent/Guardian Name Mad]lyn Moore | Date | O 1/2 2/2 0 A, Timeline — Medical Aut

Parent/Guardian Signature | N[ 0[ LL U MOOYe This section should be used by a facility when a required a
(@)

meal pattern and the facility is waiting for Medical Authority Docume)
allows a facility to claim for up to 6 months wh

Section 2. Assessment — To Be (i by the CACFP Facility

Discuss the modification request with the parent/guardian. Assess if an accommodation meets the meal pattern & if it is required. D Initial Reguest fol
Arizona Depart
D Moedification meets the CACFP Meal Pattern Modification does not meet the CACFP Meal Pattern Medical Authd

V- D 1-Month Request
Required Accommeodation  or  Optional Accommodation Required Accommodation  or  Optional Accommodation A facility participating in the Child ang
requested n

I:‘ Rreported Food allergy D Non-Medical I:‘ Reported Food Allergy Non-Medical |:| 3-Month Request Patient First & Last Name
parsonal Preference rsonal Preferance
No madicol reason for the requast. Participont Meals and Snacks may not List the food(s) to be
D Reported Food Intolerance Accommodating this preference request D Reported Food Intolerance be aiigibic for reimbursement if a focility |:| 6-Month Request]
iz @ facility s customar servica decision choasas to accommodate this reguest.

Food(s) to be avoided

[[] Reported Major saciy (] Facility will pravide medification Reported Major Bodily [ Faciity will provids modificatian [ Mesics Authoricg
Function Affected [ Faciiity wili nat provide medifization D

Function Affected Facility will not provide modification meal pattern, proy

Documentation Required: Sections 1 & 2

LTI G L S e and request Medical Authority Documentation

Facility Representative N

Facility Representative Name | S a V\/d Ya C;G! VLV\/ | Date 1/2:y20

Updated: lanuary 2020 This institution is an equal opportunity provider. Dentist, Homeopathic Physician, Naturopat Physician

Medical Authority Name

Medical Authority Signature




Summary




Summary - Required Documentation

Modification Requested Documentation Required

To Continue Claiming

Meets Meal Pattern Section 1, Section 2, Section 3

Does Not Meet Meal Pattern Section 1, Section 2, Section 3
& Medical Documentation*

*The timeline may be comp

leted and used to claim for up to 6 months while waiting for Medical Documentation

Meets Meal Pattern Sections 1 & 2

Does Not Meet Meal Pattern Claiming not permitted




Summary

All menu modifications require documentation.

Additional documentation is required for:
» modifications due to a disability
» modifications that do not meet the meal pattern

A new form has been created to make it easier for you
to document modification requests and accommodations.




Summary

‘ All menu modifications require documentation

Additional documentation is required for:
‘ » modifications due to a disability
» modifications that do not meet the meal pattern

A new form has been created to make it easier for you
to document modification requests and accommodations.

Thank you for participating in this Navigating Menu
Modifications in the CACFP Online Training!

If you have any additional questions, please contact your assigned
CACFP Specialist or call the Specialist of the Day at (602) 542-8700.
Make sure to select “1” for Community Nutrition Programs.




Click Here!

Complete Survey & Obtain Training Certificate

ADHS Empower Program
This training counts toward Empower
Program training requirements.

Arizona Early Childhood Workforce Registry
This training is listed on the Arizona Early Childhood
Workforce Registry. If you want this training to appear
on your registry transcript, please provide your
Workforce Registry ID when completing the survey.



https://www.surveymonkey.com/r/CACFPOnlineTraining

This project has been funded at least in part with Federal
funds from the U.S. Department of Agriculture. The contents of
this publication do not necessarily reflect the view or policies
of the U.S. Department of Agriculture, nor does mention of
trade names, commercial products, or organizations imply

endorsement by the U.S. Government.

In accordance with Federal civil rights law and U.S.
Department of Agriculture (USDA) civil rights regulations and
policies, the USDA, its Agencies, offices, and employees, and
institutions participating in or administering USDA programs
are prohibited from discriminating based on race, color,
national origin, sex, disability, age, or reprisal or retaliation for
prior civil rights activity in any program or activity conducted

or funded by USDA.




In accordance with federal civil rights law and U.S. Department of Agriculture (USDA) civil rights regulations
and policies, this institution is prohibited from discriminating on the basis of race, color, national origin, sex
(including gender identity and sexual orientation), disability, age, or reprisal or retaliation for prior civil rights
activity.

Program information may be made available in languages other than English. Persons with disabilities who
require alternative means of communication to obtain program information (e.g., Braille, large print,
audiotape, American Sign Language), should contact the responsible state or local agency that administers
the program or USDA’s TARGET Center at (202) 720-2600 (voice and TTY) or contact USDA through the
Federal Relay Service at (800) 877-8339.

To file a program discrimination complaint, a Complainant should complete a Form AD-3027, USDA Program
Discrimination Complaint Form which can be obtained online at:
https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-
11-28-17Fax2Mail.pdf, from any USDA office, by calling (866) 632-9992, or by writing a letter addressed to
USDA. The letter must contain the complainant’s name, address, telephone number, and a written description
of the alleged discriminatory action in sufficient detail to inform the Assistant Secretary for Civil Rights
(ASCR) about the nature and date of an alleged civil rights violation. The completed AD-3027 form or letter
must be submitted to USDA by:

1. mail:
U.S. Department of Agriculture
Office of the Assistant Secretary for Civil Rights
1400 Independence Avenue, SW
Washington, D.C. 20250-9410; or

2.fax:
(833) 256-1665 or (202) 690-7442; or

3. email:
program.intake@usda.gov

This institution is an equal opportunity provider.


https://www.usda.gov/sites/default/files/documents/USDA-OASCR%20P-Complaint-Form-0508-0002-508-11-28-17Fax2Mail.pdf
http://mailto:program.intake@usda.gov/



